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CHAPTER I

INTRODUCTION

Development of the Problem

"The impetus for the study of the ambulatory care Quality Assurance Program

at the US Army Medical Department Activity, Fort Belvoir, Virginia, is the

collective lack of useable information by which the hospital staff can make

intelligent decisions regarding the quality of ambulatory care. Repeatedly, the

outcome of quality assurance( QA) related committee meetings, e.g., the Medical

Care Evaluation Committee, Ambulatory Care Committee, and other quality

assurance functions, was not useful because the committee was unable to identify

0 problems. This inability to identify problems is related to the lack of information

available to the committees. Although data is present, it is either not properly

summarized, incomplete, or not communicated in a useful manner. Data, by

definition, is not information due to the fact that it does not convey a complete

picture. ,, P- 1 J • ,

The Chief, Professional Services.has repeatedly expressed his frustration at

the lack of useful quality assurance results by the committees, departments, and

activities of the institution. In addition, the shortcomings of the hospital Quality

Assurance Program have been noted by the Joint Commission on Accreditation of

Hospitals (JCAH) on their most recent accreditation visit (June, 1981). Also, the

General Accounting Office conducted a five week survey of hospital quality

assurance programs and noted shortcomings highlighting the need for more

informnation.



The increasing importance of quality assurance as evidenced by the heightened

interest of regulatory agencies, both private and governmental, and the rising

expectations of consumers mandates that the administrations of hospitals institute

effective and efficient quality assurance programs. Major General Raymond

Bishop, Commanding General, United States Army Health Services Command,

specifically addressed the issue of quality assurance in troop medical clinics and

health clinics within the command as being of primary interest.' General Bishop

expressed grave concern over the quality of care provided in the outpatient setting.

In order to assure that the care provided in those settings is optimal, he stressed

quality assurance programs to measure the efficacy of health care. To validate his

interest, General Bishop has instructed the Inspector General of Health Services
l~kc-

0 Command to evaluate the quality of health care being provided in the ambulatory

care settings throughout the command.

Statement of the Problem

To determine the best system for ambulatory care activities to gather

informalion to evaluate the quality of outpatient care provided at the US Army

Medical Department Activity, Fort Belvoir, Virginia.

Objectives

The objectives of this study are threefold:

I. To determine the type of information which is needed by outpatient

organizations to evaluate the quality of care provided by that clinic. Concurrent

with that initiative is the determination of the proper source of the needed

information.

2



2. To develop a methodology for extracting the needed data and converting

it to useful information.

3. To create a vehicle for displaying the information.

Criteria

The criteria by which the results will be evaluated against will insure that:

1. methodology for extracting data and its conversion to information

must be performed by clerical or paraprofessional personnel.

2. The source of the data must be readily available.

3. The vehicle to display the information must be standardized.

4. The information must be acceptable to the clinic/activity/department

chief conducting the quality assurance program.

* Assumptions

The course of this study will be guided by several factors which are assumed

by the author to be true and will determine whether the study will be viable in the

future. Those assumptions are:

1. The need for quality assurance activities will not dirniiish.

2. Clerical and paraprofessional personnel will be responsible for gathering

the data, converting the data to information, and displaying the information.

3. The recommended method for gathering information will be applicable to

all outpatient clinics.

LimitationsII
The following limitations will be utilized in evaluating this program:

1. Only high volume clinics will be used as models to analyze and develop the

quality assurance activities of ambulatory care.

3 -'U,



2. The individuals who will perform the data gathering and other tasks

involved in the system will be from existing resources.

3. Additional resources will not be available to the hospital to gather the

information needed to assess.

Research Methodology

In order to fulfill the objectives of the study the following research techniques

will be utilized;

1. Identification of needed information.

a. Consult appropriate literature.

b. Interview the professional staff of the outpatient facility.

2. Identification of data sources.

* a. Consult with the US Army Patient Administration Systems and

Biostatistical Agency (PASBA).

b. Investigate the information locally available.

(1) The patient Health Record/Outpatient Treatment Record.

(2) Laboratory, radiology, and pharmacy data.

(3) Patient representative data.

(4) Patient Administration Division maintained data.

(5) Uniformed Chart of Accounts data maintained by the hospital

comptroller.

3. Method for extracting data.

a. Automated systems available from PASBA.

b. Locally maintained statistics (laboratory, radiology, and pharmacy

data).

c. Application of statistical techniques such as sampling.

4



d. Use of concurrent or retrospective data collection.

e. Establish the criteria for extracting data.

4. Display of data.

a. Analyze the nature of the data collected and determine the most

appropriate_- type of display. Possible alternatives include:

(1) Descriptive statistics (mean, standard deviation, mode, etc.).

(2) Trending as a method to determine abnormalities.

(3) Tests of statistical significance (Chi-squared, T-Test,

correlation).

b. Develop a worksheet to consolidate data.

c. Utilize currently available statistical packages on the hospital Hewlett-

packard minicomputer design mechanism for inputing the data and

producing useable information for the clinic chief.

",e.

'. P
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Footnotes
IMajor General Raymond Bishop, "Keynote Address," presented at the US

Army Health Services Command, Ambulatory Care Conference, Fort Sam Houston,
-rexas, 29 March 1982.
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CHAPTER II

"* LITERATURE REVIEW

Introduction

Quality assurance is not a subject for debate, its time has arrived.1

Verification of the mandate for quality assurance is widely published in federal

law, national hospital accreditation standards, and Department of the Army

regulations. 2 1 3p 49 5 The impetus for quality assurance activities is two-pronged.

The critical issue in assuring the quality of care provided is improvement of health

status of the patient. 6 Concurrent with the need for quality health care is the

need to control the rising cost of providing health care. 7 Although the thrust of

quality assurance activities has been centered in the inpatient setting, there is an

overwhelming need to carry the quality assurance banner to the ambulatory

setting. The volume of patients seen in the outpatient setting is tremendous,

"approximately 89% of illnesses are treated in the ambulatory mode.8 Even though

the per patient expense of outpatient care is obviously much lower than an

inpatient visit, the magnitude of volume of outpatient visits necessitates an

evaluation of the care provided. For every person admitted to DeWitt Army

Community Hospital 57 patients are seen on an outpatient basis. 9

Structure, Process or Outcome

With the tremendous number of outpatients being seen in an ambulatory mode

the target of quality assurance programs heretofore has relied heaviiy on the

structure of the system. Structure refers to innate characteristics of the providers

(physicians, dentist-, nurses, etc.), such as age, type of medical training and

7
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degree, and practice of the physician.' 0 The structural approach assumes that

given the proper mrix of training, age, and experience a provider would fulfill the

needs of the patients. The guardians of the structural system of assuring care are

the members of the medical professions via state boards of licensure, medical

societies at the county, state, and national level, and faculties of medical schools.

The effectiveness of the structural method is questionable. The increase in

malpractice lawsuits, the maldistribution of medical practitioners, and the claims

of unnecessary surgery indicate that the effec:tiveness of the structural method is

suspect. 11, 12, 13

The process method of quality assurance activities is centered on the events

which occur during a patient encounter. The process includes the patient's history,

* physical findings, laboratory studies, radiographic tests, drugs prescribed, patient

instructions, and/or any other intervention which might be considered necessary in

treating a particular patient. 14 The process has significant advantages over the

structual method in that attention is focused on what occurred during the

encounter, not merely how prepared the provider was for treating the patient. The

S effectiveness of the process review has been demonstrated in several s lies. In

New Mexico) a process review was used to count the inappropriate use of

antibiotics. The process review was successful in reducing the frequency of

inappropriate use of expensive antibiotics. 15

The last method of reviewing the quality of care is the outcome method. The

outcome method is concerned with the net result whether it be cure, control of

disease, or symptomatic improvement. The ultimate quest of quality assurance is

to improve the health status of the patient. The outcome method focuses on just

8
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that, the health status of the patient. The structural method only certifies the

initial competence of the provider and the process method only assesses the

fulfillment of measurable inprocess milestones. Neither of these rmethods assesses

the quality of the end product, the patient. The logical question then is why not

use outcome as the sole measurement of quality? The answer in part is that the

great majority of conditions:

- are self-limiting,

- are intimately involved with personal life style,

- are chronic conditions where a good outcome is often temporary arrest of

the natural cause or restoration of some function, but is in either case dependent

*, on nursing and social support rather than medical care,

S • - are conditions for which modern remedies are only partially effective,

"-require short-term counseling or reassurance, often effectively practical but

generally unrecorded, and

- are uncomplicated, acute infections for which antibiotics are readily

prescribed. 1 6

In addition, from 25 to 70 percent of patients coming for care are actually

well or "worried well". 1 7

The net result of the three methods of assuring quality is individually

ineffective in improving the quality of care. There is a place for each of the

methods in the overall quality assurance program. The structure of the health care

system is well defined by the operating programs of hospitals. They include:

- a credentialing process,

- a training program, and
- an equipment and facilities upgrade program.

"9



The process method is the foundation for the appraisal of the compliance of

the professional with established patient care criteria. The existence of

imperfections in the process method should be recognized by the professional body.

Criticism of the process method is well documented in the literature and is well

founded, 8 , 19, 20, 21 In light of the shortcomings in the process review

methodology, its ability to demonstrate behaviors is critical in order to fulfill the

tenets of the accreditation standards espoused by the Joint Commission on

Accreditation of Hospitals.

The outcome quality of care assessment method is the optimal method but is

the most difficult to define. The health status of an individual includes more than

includes in its definition of heaith status the "complete being" that encompasses

the emotional and social as well as the physical aspect of the being. 2 2 The

wholistic movement has brought the "total man/woman" issue to the forefront and

as yet this issue is not resolved. 2 3 In order to avoid the pitfall of attempting to

define "improved health status" the basis of an ambulatory care quality assurance

program would be wise to recognize the outcome aspect, and focus its efforts on

the more tangible aspects of a process orientated methodology.

Implicit/Explicit Judgement

The process system can be based on a combination of implicit/explicit

judgement and concurrent/retrospective data collection. The difference between

explicit and implicit judgement is the pre-establishment of criteria. The implicit

judgemnent is based solely on the personal experience and training of the individual

'1
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reviewer. The reviewer audits a medical record and determines whether the proper

medical steps in diagnosis and treatment were taken based on his/her opinion of

what constitutes quality care. 2 4  This method of assessing care is extremely

flexible but requires a high degree of knowledge on the part of the reviewer and

the results are unreliable. 2 5

The explicit review removes the judgmental situations which are incorporated

in the implicit system. The explicit review is based on a set of written standards

established by appropriate providers. This system increases the reliability of the

review and allows paraprofessional and clerical personnel to perform the review. 26

A study conducted by Johns Hopkins physicians of 296 patients at Baltimore

City Hospital used both the implicit and explicit methods for assessing the quality

0 NO of care provided. 27  The diagnosis for these patients was either hypertension,

urinary tract infection, or gastric/duademal ulcer. The 296 records were reviewed

using implicit judgement of the process and the result was that 23 percent of the

charts were acceptable. The same charts were then reviewed against explicit

criteria, and the resul- was that one percent of the records met the acceptability

standards.

"This study points up the wide variation which can exist between implicit and

explicit judgement in reviewing medical processes. This variation, coupled with

the problems of unreliability and expense associated with implicit judgement

indicates that explicit judgement is tile method of choice.

Prospective, Retrospective, and Concurrent Assessment

The quality assurance standard of the Joint Commission on Accreditation of

Hospitals states that "once an actual or suspected problem is identified, it may be

11



assessed prospectively, concurrently, or retrospectively.",2 8  In the ambulatory

setting the collection of data needed to conduct reviews or audits of patients

encountered is not systematic and centralized as is the case in inpatient care. This

lack of a systematic data collection effort severly limits the ability to

retrospectively analyze care. Because over I billion outpatient visits occur

annually in the United States, a system for centrally collecting data is not

imminent.29

The prevalence of quality assurance studies documented in the literature

reflects computer assisted data collection techniques. 30 t 31, 32 The billing

function in private practice provides a natural index for identifying patient

diagnosis and treatment data. In those practices with automated biUing, the

practitioners capitalize on the captured data to identify patients with a specific

diagnosis or an identifiable treatment. The Harvard Community Health Plan uses a

computer stored ambulatory record (COSTAR) system to record patient data. This

system significantly improves the efficiency of the plan's quality assurance

efforts. 33 The Army Medical Department is currently testing the COSTAR system

at Fort Ord, California. 3 4 The results of the test are not completed and possible

proliferation of the COSTAR system through the military hospital system is

4 uncertain.

Without the aid of computerized systems for records retrieval, the

retrospective audit technique is not a viable method for conducting quality

assurance studies. The concurrent audit procedure, which is based on the premise

K• that the chart is reviewed shortly following the patient encounter, is a plausible

alternative to retrospective review. The term shortly is used to describe the time

12



lapse between encounter and review because the actual time can vary from

minutes to days. Concurrent review is used to alleviate the personnel cost

associated with records retrieval and to cut the time to complete a study. 35 The

effectiveness of concurrent review is not only in the retrieval of records but also in

corrective patient intervention.

The Automated Military Outpatient System has been used for over five years

in Army hospitals to treat large numbers of outpatients by utilizing

paraprofessional personnel to treat minor illnesses. Incorporated in that program is

a mandatory concurrent review mechanism. 36 This review detects general trends

in the quality of care provided and specific treatment shortcomings can be

rectified by recalling the patient to the clinic. The recall of patients is not

practical in a retrospective review since a lengthy time lapse between treatment

and the time of review usually has occurred. The advantages of ease of record

retrieval, recall of patients, and prompt correction of staff deficiencies denote the

concurrent review techniques as superior to retrospective reviews in the outpatient

setting.

In addition to the retrospective and concurrent assessment techniques, the

JCAH refers to prospective assessments. The prospective aspects of quality

assurance deals with both the structure of patient encounter and pre-establishment

of valid assessment criteria. The structural system has been discussed previously

as well as the development of explicit criteria. These two factors are important in

a quality assurance program but without the concurrent or retrospective review the

13
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effectiveness of the prospective aspects of the program cannot be validated. The

prospective methodology cannot stand alone; it must be incorporated into the

concurrent or retrospective analysis.

Conclusion

The need for quality assurance programs is not going to vanish. Th-! thrust of

outpatient quality assurance should be on the process of the patient encounter.

While recognizing the importance of the structure and outcome portions of the

ambulatory care system, the practitioners should insure that the process which

they can directly affect is optimal. The evaluation of the care provided must be

based on clinically valid criteria. Implicit criteria requires an extremely

competent reviewer and the reliability of the assessment process is questionable.

* Explicit criteria enables a lesser trained individual to perform audits and achieve

superior assessment results.

In the outpatient setting, the inability to efficiently and quickly retrieve

patient charts mandates the use of concurrent audit techniques. The ability to

promptly intervene in a treatment is a significant positive side effect of the

concurrent audit.

In summary, the outpatient quality assurance program needs to focus on the

process of the patient encounter, using explicit criteria on a concurrent basis.

These principles are not applicable in all situations but any individual conducting a

study would be wise to consider their application.

14
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CHAPTER III

THE PRESENT AMBULATORY CARE QUALITY ASSURANCE PROGRAM

General Description of Outpatient Services at DeWitt Army Community Hospital

DeWitt Army Community Hospital is located on Fort Belvoir, Virginia in a

geographical region which encompasses Virginia, West Virginia, and a portion of the

Washington, D.C. metropolitian area. It is a 120 bed hospital which provides

primary care to a population of approximately 85,000 beneficiaries. The hospital

services include: family practice, general surgery, obstetrics and gynocology,

orthopedics, neurology, outpatient psychiatry and social work, pediatrics,

dermatology, physical therapy, ophthalmology and optometry, internal medicine,

* and emergency medicine. The hospital has one residency program in family

practice with eighteen residents participating. The average patient census is 97

patients per day and an average of three births occur daily. There are currently 82

physicians assigned to the institution.

The hospital operates 37 separate clinics which together treated 437,826

patients in fiscal year 1981.1 These clinics vary greatly in location, size, and type

of patients seen. The Adolescent Clinic cared for 1,303 teenagers in fiscal year

1981 and the Family Practice Clinic cared for over 46,000 patients in the same

time period. In addition to the wide variation in number of patients seen, the

clinics also vai y greatly in location. Many of the clinics are based in the confines

of the main hospital, but some clinics, such as Fort A.P. Hill Health Clinic, 45

miles south of Fort Belvoir, are located off the installation. It is therefore

difficult to ide.itify a typical clinic.

18



The responsibility for the operation of the clinics within the hospital is divided

(see Figure 1). The Department of Medicine is responsible for those clinics which

are subordinate to the department such as: pediatrics, neurology, dermatology,

internal medicine, and cardiology. The Chief of Surgery is responsible for typical

surgical specialities: general surgery, obstetrics and gynecology, orthopedics,

ophthalmology and optometry, podiatry, and urology. The Department of Family

Practice is responsible for not only the family practice clinic, but also the

emergency room, physical examination clinic, and the troop health clinics. The

troop health clinics are included under the Chief of Family Practice because the

physicians operating these clinics are family practitioners. Additionally, the Chief

of Family Practice is responsible for the off post health clinics. To accommodate

* this increased responsibility, the Chief of Family Practice has the collateral duty

of Director of Primary Care and Community Medicine.

Outside of the three major departments, there are still outpatient clinics

which operate under a variety of names. The Occupational Health Clinic is

supervised by an autonomous occupational health physician. The Chief of the

Community Mental Health Activity is responsible for the operation of a combined

psychiatry/psychology/social work clinic. To further complicate the situation, all

nursing personnel who staff the clinics (registered nurses, licensed practical nurses,

corpsmen, and operating room technicians) are supervised and controlled by the

Chief, Department of Nursing.

The purpose of this discussion is to acquaint the reader with some of the

variables involved in discussing the ambulatory care facilities at DeWitt Army
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Community Hospital. The clinics are dispersed, the supervision of the clinics is not

centralized, and the type of patients seen at each of the clinics depends upon the

speciality of that clinic.

Current Ambulatory Quality Assurance Activities

The current outpatient quality assurance program at DeWitt is difficult to

"define since there is a complete lack of direction and organization to the process.

When approached on the subject, the personnel in the clinics state that either it is

not done or some type of medical chart review is being conducted. Those doing

chart reviews have no documentation of what was done, what was found, or what

"action was taken to correct deficiencies noted. The Joint Commission on

Accreditation of Hospitals' basic ground rules on quality assurance, listed below,

state that a QA program must:

I. Be comprehensive,

2. Be integrated,

3. Have problem priorization,

4. Be cost effective,

5. Be reappraised annually,

6. Be problem focused,

7. Have clinically valid criteria,

8. Be documented, and

9. Have follow-up actions.

These nine ground rules have not been considered in performing most of the quality

assurance work at the hospital. There is an exception to the generally bleak

outpatient quality assurance picture at DeWitt, the Department of Family

Practice. However, the efforts in that department are a recent innovation.

"21
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The management of the hospital recognized the need to strengthen the quality

assurance program in the fall of 1980. The impetus for this concern was an

upcoming accreditation visit by the Joint Commission of Accreditation of Hospitals

scheduled for April of 1982. The administrative resident at that time was directed

to formulate a new QA plan which would fulfill the January, 1981 JCAH standards

on quality assurance. To that end a revised plan was developed (Appendix A). The

plan encompassed all the facets of a model plan which the JCAH outlined in the

Manual for Accreditation of Hospitals, dated 1981. The organizational structure

was activitated prior to the accreditation and quality assurance projects began to

flow.

Subsequent to the accreditation visit, the flow of problems slowed to a trickle.

The reason for this can be linked to several key factors. First the plan, although

technically correct, was not a tool which the practitioners could use as a ready

reference. The format for submitting problems (DA Form 2496, Appendix B)

required a great deal of information, and was cluttered. The chart which described

the flow of information (Figure 2) did not present a clear picture of the quality

assurance process.

Another reason for the failure of the plan can be traced to the management of

the program, the Hospital Executive Committee. This committee is composed of

the Hospital Commander, the Executive Officer, the Chief of Professional

Services, and the Chief, Department of Nursing. The committee was to serve as

the Quality Assurance Committee for the institution. It became quickly obvious

that the QA activities of the hospital were not being properly monitored by the

Executive Committee. The jolt which led to that realization was the reoccurring
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comment on all the committee minutes reviewed of, "No quality assurance

problems noted." This resulted in a decision that another structure had to be

developed to oversee the QA program.

In order to reevaluate the process to establish a more viable structure,

meetings with the hospital leadership were conducted. The results of those

meetings were:

I. The medical and administrative staff did not want to participate in

another committee.

2. The focus of the QA program would be at the departmental level, with the

department chief having the decentralized responsibility to conduct the QA

program at his/her level.

In order to include the recommendations of the majority, the plan was

rewritten (Appendix C). The revision included the formation of a Quality

Assurance Coordinating Committee to oversee the QA activities of the hospital.

To reduce time demands on the staff of the hospital, the membership was limited

to:

I. Chief, Professional Services (Chairman),

2. Department of Nursing QA Coordinator,

3. Chief, Inpatient Branch, Clinical Support Division,

4. Risk Manager, and

5. Administrative Resident.

The issue of departmental centered QA activities was included in the plan by

specifically challenging the departments to develop a QA plan for their

organization and requiring reports on their activities.
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The revised plan simplified the reporting procedures and attempted to place

the monitoring responsibility on a committee (the QA Coordinating Committee)

better suited to perform the detailed supervision needed.

The quality assurance activities performed in the hospital's outpatient

activities are minimal. The Department of Family Practice is the current

pacesetter in performing outpatient quality assurance studies. This department has

not only the family practice clinic under its control, but is also responsible for the

troop health clinics, health clinics at Fort A.P. Hill and Vint Hill Farms Station,

the emergency treatment room, the acute minor illness clinic, and the flight

surgeons' clinic.

The Department of Family Practice conducted a study in the emergency room

on corneal abrasions. The results of this study (Appendix D) revealed a basic

understanding of audit procedures, but the format did not identify individual

providers whose practice was unacceptable. Although incompleteý the study

resulted in new protocols and training sessions to correct shortcomings. A follow-

up study (Appendix E) showed some improvement in the quality of care provided for

that specific diagnosis.

The reason for the family practice department's QA program is not entirely

self-motivated by the department's personnel. The department is responsible for

an accredited residency program and in order to fulfill the accreditation standards

the department must have a viable QA program. The family practice QA plan does

not directly address the monitoring of individual physician practice. The

identification of deficiencies on a departmental level may be inappropriate if one

or two practitioners are responsible for the majority of the deficiencies. The

25
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monitoring of the quality of care provided should extend to the individual

physician. This is particularly true in a teaching program if a resident's ability is

to be objectively assessed.

Beyond the family practice department's efforts, the efforts of the hospital

are not very effective. The quality of care rendered in the Acute Minor Illness

Clinic (AMIC) is required to be monitored by the program document which

prescribes daily audits of the enlisted personnel who are physican extenders. 2 This

audit is to insure that the extenders are complying with the algorithms which

prescribe diagnostic and treatment regimens for an array of common diagnoses and

patient physical complaints. This mandatory review of 10% of the cases seen daily

is excellent for insuring program maintenance but does not evaluate the efficacy of

care other than that which is prescribed in the extenders manual.

"The Ambulatory Care Committee, comprised of providers of ambulatory care,

conducts semi-annual audits of outpatient care as mandated by Standard VI of the

JCAH. The results of those audits have not been widely disseminated or intergrated

into other quality assurance activities in the institution.

The Chief of Emergency Services, In conjunction with the Chief of Pediatric

Service, has instituted a daily review of all pediatric patients seen in the

emergency room during the previous evening and night. The thrust of this review is

to survey the appropriateness of care provided by the emergency room staff. This

daily audit allows the pediatric staff to contact the patients if they feei that

additional care needs to be rendered. The shortcoming with the system is that a

26
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methodology for trending problems which are either generally applicable to all

providers or are attributable to an individual provider is needed. This lack of

feedback invites a constant repetition of the problems.

The Medical Care Evaluation Committee of the hospital is responsible for a

number of monitoring activities associated with quality assurance and utilization

review. Specific to outpatient care is a chart review process whereby a random

sample of approximately 30 records is provided to each of the major departments

(surgery, medicine and family) as well as pediatrics, obstetrics and gynecology

service. The chief of each of these departments/services conducts a review of the

last visit annotated in the patient's record. There is no criteria for commonality of

the record except that the last visit must be in the service within the preceding

* ninety days. The chief reviews the chart based upon his knowledge arid reports

findings to the committee in a round table fashion. The findings are typically

negative. A review of the committee minutes revealed a complete lack of action

resulting from this type of audit.

Summary of Current Quality Assurance Activities

The current outpatient quality assurance process at DeWitt Army Community

Hospital is not coordinated. There are clusters of outpatient QA activities

performed, but their results are not intergrated into a hospital wide program. The

information gained by one study is not shared with other providers in the

institution. The institution lacks a sense of direction in the assurance of outpatient

care.

The lack of direction is due in part to the inexperience of the professional

staff in performing QA studies. The retrospection audits performed during the
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1970's were conducted primarily by medical records technicians and were basically

ineffective. The idea of starting an audit process for outpatient care is

unwelcomed by many physicians and this feeling, coupled with a general lack of

knowledge of quality assurance techniques, e. g., concurrent audits, generic audits,

and process versus outcome audits, presents a significant challenge to the hospital

leadership.

The fundamental problem with the QA program is a lack of understanding by

the medical staff of what QA is. The nonproductive chart audits conducted by the

Medical Care Evaluation Committee typifies the utter futility of the current QA

program. This paper will discuss the primary responsibilities of the hospital staff

in the QA program. They are-

I. Problem identification,

2. Criteria development,

3. Documentation, and

4. Follow-up.

The next chapter will address each of the responsibilities.
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Footnotes

'Joint Commission on Accreditation of Hospitals, Manual for Accreditation of
Hospitals, (Chicago, 1982).

2US Army Health Services Command, Ambulatory Patient Care Model #13,
dated August, 1977, Fort Sam Houston, Texas.
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CHAP*TER IV

PROPOSED PROGRAM

As discussed in the preceding chapter, the professional staff does not desire to

participate in an additional committee. The QA Coordinating Committee monitors

the actions of the existing committee structure and departmental level QA

activities. In order to assist department chiefs and the committee chairpersons in

fulfilling their QA responsibilities, a well defined program must exist. The

program must facilitate meaningful actions with a minimal amount of professional

time expenditure. This chapter is designed to outline a program so that individuals

responsible for QA actions can fulfill the intent of the JCAH QA standards.

Program Structure

The process of a QA program includes a number of requirements to insure

thoroughness and effectiveness. As outlined by the JCAHI a QA program must:

1. Be comprehensive,

2. Be intergrated,

3. Have problem prioritization,

4. Be cost effective,

5. Be reappraised annually,

6. Be problem focused,

7. Have clinically valid criteria,

8. Be documented and,

9. Have follow-up actions.
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In addition to these nine requirements, the JCAH specifies various

audits/reviews for the hospital services. These 37 required QA actions are listed in

Appendix C.

Th. revised hospital QA plan (Appendix C) includes as Annex A, a chart of the

QA organization (see Figure 3, next page). The first five requirements can be

viewed as a responsibility shared by the QA Coordinating Committee and the

Executive Committee. The last four issues are of primary concern to the reporting

activities.

The program outlined in the revised hospital QA plan (Appendix C) provides

the basic framework for a viable program. The major concern is that quality

assurance studies have not been initiated at the reporting level. Only in

40 anticipation of the accreditation visit by the Joint Commission on Accreditation of

Hospitals did the flow of quality assurance studies begin. Since the time of the

survey (June, 1981) to the present only five quality assuraiice sLudies have been

instituted. 2 Of the five studies, three are applicable to the outpatient setting.

To have an effective ambulatory care quality assurance program, emphasis

must be placed on the four primary responsibilities of the report activities: 1)

problem identification, 2) clinically valid criteria, 3) documentation, and 4) follow-

up.

Problem identification

The literature constantly refers to an elaborate listing of sources for

identification of quality assurance problems. 3 , 4 The list encompasses:
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ANNEX A

I. Organization RESPONSIBILITY FOR QA
• 

REQUIREMENTS

1. Comprehensive
EXECUTIVE COMMITTEE 2. intergated

3. Cost-Effective
4. Problem Prioritization

5. Annual Reappraisal

QUALITY ASSURANCE 1. Problem Focused
COORDINATING COMMITTEE 2. Clinically Valid Criteria

3. Documnentation
.4 Follow-up Action

SELECTED HOSPITAL
COMMITTEES/SUB REHABILITATIVE/ OTHER SOURCES

COMMITTEES [ANCILLARY SERVICES OF INPUT

II. Composition of QA Coordinating Committee

Chief, Professional Services (CPS) Chairman
Risk Manager Member
Nursing QA Coordinator Member
Chief, Inaptient Care Branch Membe r
Administrative Resident Member
Secretary to the CPS Recorder

FTG"UNE
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I. Utilization Review Data,

2. Morbidity Review,

3. Mortality Review,

4. Tissue Review,

5. Antibiotic Committee Results,

6. Therapeutics Agents Board Results,

7. Blood Utilization Committee,

8. Infectious Disease Committee,

9. Unusual Occurence Report,

10. Safety Committee,

11. Outside Audit Agencies, e.g., JCAH, Army Audit Agency, General

Accounting Office, and

12. Credentials Committee.

Interviews with the professional staff of the hospital reveal that many of the

above listed sources of information are not being used to formulate quality

assurance studies. 5 . 6 A reason for this is a lack of demand to conduct quality

assurance studies.

For example, a review of minutes of the tissue, infectious disease control,

blood utilization, and morbidity committees shows that a standard agenda is

followed and results are predictable. Variations noted in the discussion are

explained and typically no recommendations are made concerning problems noted.

In order to correct this situation, guidance to the committee chairpersons

mandating problem identification is needed. The Chief, Emergency Medical

Services, stated that it would be helpful in formulating studies to have more
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information from the laboratory on problems emanating from his department. 7 A

follow-up interview with Major Ridenour, Assistant Chief, Department of

Pathology, established that it is possible to identify trends !:- apparent

inappropriate use of laboratory tests.8 This failure in communications is due to the

lack of a concentrated effort on the part of various departments and services to

surface problems.

The professional staff of the outpatient clinics requires information not only

on what types of patients they treat but also on how the treatment of patients

affects other activities within the hospital. In an effort to correct this situation,

the revised hospital quality assurance (Appendix C) has placed an emphasis on

departmental/separate service quality assurance activities. By requiring separate

* services and departments to report their quality assurance efforts monthly to the

Quality Assurance Coordinating Committee, a portal for expression of both intra

and interdepartmental problems is opened. The identification of a problem in other

services via the interdepartmental problem identification format leads to increased

departmental interaction. A collegiality must exist among staff members to

effectively deal with these types of problems. Heretofore, waiting for staff N

members to voluntarily identify problems has not resulted in any action. The

author noted that the majority of interdepartmental action arose from possibly

disastrous incidents. Responses are normally hasty and although the results may be

appropriate, waiting for a crisis to identify a problem is not consistent with modern

management practices.

In addition to problems identified by committees, services or departments,

there are other sources of information available to identify problems. Dr. Stanley
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Skillicorn in his book, Quality and Accountability, elaborates on the need to

identify problems from both official and unofficial sources. The official sources

are comprised of necessary reports, statistical summaries, and minutes of

meetings. Although these documents include many important facts which pinpoint

quality assurance problems, the institution must recognize unofficial information

as an important source of problem identification.

The problem with unofficial information is capturing it. At some point an

individual must locate the problem and communicate the concern to an individual

who will act on it. Verbalizing the problem is not adequate. At some juncture the

unofficial information needs to be transformed into writing, making it official. At

the present time patient complaints are transmitted to the patient representative

* via spoken word or in writing. In either case the complaint is eventually recorded

on a Concerned Care Comment (Appendix F).

The complaints are handled on an individual basis with a written reply sent to

the patient. The total number of complaints is catagorized monthly and used as

the basis for a monthly patient representative report (Appendix G). The report is

reviewed by the hospital staff and the resultant action is sporadic. Changes

resulting from the report have been made in patient waiting times in the

emergency treatment room and pharmacy. Also, several indepth studics of the

central appointment system have been conducted. The concerns patients convey

are acted upon individually and in a number of cases have produced changes.

Although improvement has occurred, the system could be more productive.

The format of the current patient representative report is typical of many of

the documents which convey hospital status. The infectious disease report and
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unusual occurence report are other quality of care indicators that can be used more

effectively in problem identification. These reports provide a point in time status

of the indicator, e.g., the number of patient complaints during the previous month.

The actual number would be more meaningful if there was a basis of comparison.

An example is the patient complaints viewed as a function of the total outpatient

visits. By recovering historical data regarding the number of outpatient visits and

the complaints by month, a trend line can be developed.

The concept of trending can be applied to any quality of care indicator which

can be correlated to an independent variable. Possibilities include medication

errors per inpatient days, radiographic retakes per total radiographic procedures,

or post operative infections per total episodes of surgery. While developing a trend

line, prediction intervals can also be determined. These intervals are a range of

values from which a band of expected values can be developed. By graphing the

"trending line and the band of expected values, the analyst has an effective tool to

display reporting statistics. An example of such a graph is on the following page

(Figure 4). By utilizing trending as a management tool, the quality assurance

reviewing officials can concentrate on pinpointing sources of identified

abnormalities rather than deciphering the relevance of the reported information.

The patient advocate gives the patient a voice in formulating policy change

but the staff lacks a similar conduit to express concerns. To rectify this situation,

a system for individual expression of possible quality assurance problems needs to

be defined. The form included in the revised hospital quality assurance plan

(Appendix H), MEDDAC Form 522, Quality Assurance Program Problem
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Assessment Worksheet, has the potential to allow individual initiation of problem

identification. The solicitation of individual initiatives needs the support of the

hospital leadership. A non-retribution policy needs to be extended to those who

step forward to reveal a problem. An open invitation to all staff members to

provide input to the program should uncover potential problems. The handling of

problems requires tact on the part of the quality assurance chairman. Positive

reinforcement of those who contribute, no matter how mundane the subject, should

be the tone.

If the situation arises whereby the department/committee level QA activities

are unable to identify problems from any of the sources already discussed then the

activity should take actions to discover problems. Medical records auditing is a

* viable technique in detecting QA problems. A review of medical records can

reveal problems which might go undetected. A logical approach would be to review

selected charts based on prevalence of either a diagnosis or a medical complaint.

To determine the most prevalent diagnosis/chief complaint, a survey was

conducted for a one week period in four large outpatient activities. The activities

were: (1) Obstetrics and Gynecology Clinic, (2) Acute Minor Illness Clinic, (3)

South Post Health Ctinic, and (4) Family Practice Clinic. These clinics were

selected because they represent a cross section of the patient population treated.

The survey document (Appendix I) required the clinic personnel to catagorize

and record the chief complaint and diagnosis of patients seen. The tabulation of

the data provided the clinic chief an assessment of the variety of ailments and

diagnoses treated in that particular setting. The results of the survey are depicted

in Appendices 1.1, 1.2, 1.3, and 1.4.
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From this information a plan can be developed for performing studies to

evaluate the quality of care provided based on the prevalence of the

diagnosis/chief complaint. The rank-order assessment of diagnosis/chief complaint

provides the clinicians with a logical basis to formulate a QA plan in the absence of

other stimuli.

Carrying the survey of the clinics to all thirty-seven clinics in the hospital

furnishes the institution with a snapshot of the types of complaints and diagnoses

seen by the hospital on the aggragrate. Referring to the JCAH standard on quality

assurance, hospital-wide priorities are required. 9 A compilation of total number of

patients seen for a specific diagnosis in all clinics supplies a basis for decision

making on assignment of those priorities.
Clinically Valid Criteria

The development of criteria is fundamental to the quality assurance process.

An objective of this study is to enable paraprofessional personnel to perform the

bulk of the audit process. In order for this goal to be achieved, the development of

explicit audit criteria must be accomplishcd. Discussions with various clinic chiefs

did not produce a concensus in this area. The clinics with fulltime hospital staff

assigned agree that paraprofessional personnel can perform chart audits with

certain reasonable limitations. However, in the troop clinics, the professional

staff conducts the audit process because of constant personnel turnover

problems. 10

Even in those clinics which have the paraprofessional staff available to

conduct chart audits, the professionals directing the study should insure that the

paraprofessionals understand the audit criteria and have a point of contact for
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resolution of problems. The physicians who establish the criteria need to recognize

the possibility of exceptions and have those charts which do not fit the mold

referred to a professional for resolution.

aocumentation

The documentation of QA activities is critical in the accreditation process.

Trie JCAH survey team is only able to base its decision on the effectiveness of a

quality assurance program on the files and records available. The documentation

phase represents a sizable investment of manpower. In documenting a QA study,

four separate subjects must be addressed:

1. Identification of information sources,

2. Methods of capturing information,

O 3. Data manipulation, and

4. Conclusion development based on data analysis.

A discussion of each follows.

Identification of Information Sources

The discussion with the clinicians in the outpatient setting reveals a need for

more complete information to assess the quality of care provided. Identification of

information sources is the next order of business. A source of information is the

Patient Administration System and Biostatistical Agency, (PASBA) US Army

Health Services Command, Fort Sam Houston, Texas. The PASBA is the single

manager for all automated biostatistical information for the US Army. This

organization compiles a tremendous volume of information on patients treated in

Army hospitals. However, a discussion with Lieutenant Colonel Arthur Badgett,

Chief, IBiostatistical Division of the agency, revealed that the vast majority of the
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information captured is on patients admitted to the hospital.l, The only data

available on outpatients is the number of clinic visits and the catagory of

beneficiary, e.g., active duty, dependent of active duty, retiree, etc. The data

available at the PASBA is also locally available and does not appear to be helpful.

LTC Badgett recognized the lack of automated information as a problem in

monitoring quality assurance. Currently, experiments are being conducted at

various Army hospitals to determine if it will be feasible in the future to capture

outpatient treatment data. The high volume of outpatient visits within the Army

makes this task extremely difficult. LTC Badgett's prognosis for automated

support in outpatient services is not optimistic; an automated system is at least

five years in the future. Obviously, the quality assurance program cannot wait for

automated data collection.

Without support from the PASBA the hospital will have to rely on locally

available data. The heart of the hospital data collection is the Patient

Administration Division. This information source has the responsibility for

maintenance of all outpatient medical records of patients treated at the hospital.

Currently, the division is maintaining in excess of 75,000 outpatient records. 1 2

Army outpatient treatment records are kept in a chronological sequence, the most

recent encounter is the last entry in the record and is the top document in the file.

The size of the record depends on the number of times the patient is treated. The

record can be perpetual and the same record may contain forty years worth of

data. The only time an outpatient treatment record is retired is when the patient

has not been seen within the last three years. Even if the record is retired, it is

forwarded to the records storage area in St. Louis, Illinois and held for no less than
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25 years. 1 3 The outpatient medical record is the single most valuable source of

information for evaluation of quality of care in the institution. The evaluation is

determined from the notes made by the provider in conjunction with the results of

tests performed. Since the completeness of the record is a key factor considered

by the 3oint Commission, the record should also be the primary focus of local

quality assurance activities.

The outpatient medical record contains many different types of data. The

most common elements of the outpatient record include laboratory results, x-ray

results, copies of physical examinations, summaries of inpatient episodes, and

narrative descriptions of outpatient visits. The quality of the record depends on

the individuals who contribute to the body of the record. The laboratory and other

departments are responsible for insuring that copies of all tests are forwarded to

the outpatient records room for posting to the record. Herein lies a Lremendous

problem. In order to post results, the record must be in the records room. A

complete record depends upon all the steps or stages of the process being in

coordination; if any one of the components fails, the result is an incomplete record.

The laboratory, pharmacy and radiology departments are additional

information sources which maintain individual records of their portion of a patient

encounter. Individual copies of each laboratory test and x-ray examination are

maintained by the Department of Pathology and the Department of Radiology. The

pharmacy maintains copies of all prescriptions filled in that service. These copies

provide the chief of each service a key to assessing the quality of services and the

appropriateness of requested tests or prescriptions.
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The Patient Administration Division, as mentioned earlier, maintains the

medical records for patients treated at the hospital. Because of its responsibility

to post all information to the record, the Patient Administration Division is most

capable of assessing the status of the composition of the record.

The biggest issue in assessing outpatient care is the unavailability of the K
record which can be attributed to a variety of problems. There are problems with

individual patients maintaining their own records, clinics riot promptly returning

records, and records being misplaced. Any one of these situations can seriously

affect the ability to conduct audits and/or studies. In order to have a viable

program, the Patient Administration Division needs to support the audit

procedures. The most important data the division provides is on the administrative

actions required to maintain the complete outpatient health record. Specific data

should include time required for clinics to return records after a patient

appointment, percentage of records not maintained in the outpatient records room,

total number of test results for which a medical record has to be constructed, and

other measurements of completeness of the outpatient medical record.

Another information source, the Uniform Chart of Accounts Branch of the

Comptroller Division, amasses a tremendous amount of data regarding the

operation of the hospital. The problem with the data compiled is that it is not

useful to the management of the hospital in decision making. 14  Although the

results of the sophisticated step down cost apportionment methodology do not

provide a usable end product, the data base upon which the system is based is a

handy resource to the organization. With very little effort the Uniform Chart of
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Accounts Branch can provide an extract of almost any type of data a manager

needs to evaluate the cost of operating a service and also the amount of workload

generated by that service.

It is inappropriate to expect QA problems to be identified by the Uniform

Chart of Accounts Office. The data bank should be used as a resource in

confirming, analyzing and evaluating problems which involve resources. By

soliciting historical data from the Uniform Chart of Accounts Office, the person

conducting the study may be able to gather more complete information upon which

to judge his/her decision.

Methods of Capturing Information

Capturing data for the outpatient quality assurance program must be

accomplished in a manual mode. The hospital is totally lacking in automation in

the primary care setting. The lack of automation does not mean that data is

unobtainable. To determine the optimal point during the patient encounter to

collect the data, some preliminary decisions must be made. The subject or focus of

the study needs to be determined. The focus may be on a diagnosis, a chief

medical complaint, a category of patient (age, sex, race), a particular laboratory

test, an administrative procedure, or a patient's diet. After the subject is selected,

the next decision is what will be measured, counted, examined, or compared by the

data collector. This needs to be clearly defined to insure consistent results.

The volume of data to be collected must also be considered. The high cost of

data collection warrants the use of sampling techniques (see Appendix J for further

discussion).
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When the optimal data collection point is determined, the development of data

collection forms facilitates the recording of information. In the audit setting

certain information must be recorded for analysis. This information includes:

I. Provider identification.

2. Criteria identification.

3. Patient identification. In concurrent audits, identifing the patient whose

record is being audited is critical. One of the primary advantages of concurrent

audits is the potential to quickly identify deficient patient care and to take

corrective actions to ameliorate the situation. Therefore, the identity of each

audited record is important.

4. Criteria evaluation findings. The audit results should be recorded so that

0 (a reviewing official can identify the source of problems. This involves the results

of the provider's performance in each criteria, the provider's aggregate

performance, and the review of compliance based on individual criteria and

composite criteria.

The individual provider audit matrix (Figure 5) is an example of a standard

format for the collection of data. The auditor can record the required information

described previously. The space alloted for the provider identification should be

coded to protect the anonymity of the provider and the key to the code should be

safeguarded. The patient identification data needs to include the data that is

essential to retrieve the record:

-beneficiary code,

-last four digits of the social security account number, and

-the patient's last name.
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This data is contained on the medical records folder and is essential for the

medical records branch to retrieve the chart. The column on the left side of the

form enables the auditor to list the audit criteria.

The remainder of the matrix allows the auditor to record the outcome of each

evaluation of the patient's chart with respect to the criteria. The scoring system

for the criteria depends on the desires of the audit protocols or auditor's

preference. A simple scoring system is I = compliance, 0 = noncompliance. This

basic scoring system can be expanded to meet the desires of the auditor. For

example, in the corneal abrasion study discussed earlier, the values assigned were:

I = full compliance, Y2 = partial compliance, 0 = noncompliance. The scoring

system decided upon should be used consistently in the initial and any follow-up

studies.

At the completion of the audit, the individual provider audit results are

totaled. The totals for the rows and columns should be identical and those values

should be entered in the appropriate block in the bottom right portion of the

worksheet. At this point the auditor can review the performance of the individual

provider by either criteria or individual patient results. The statistical tests can be

employed to analyze the results.

When more than one provider has been audited, the worksheet shown on the

following page (Figure 6, Summary Audit Matrix) enables the totals of the

individual provider's worksheets to be recorded. To complete this worksheet, the

auditor transfers the information on the individual worksheet to the summary

matrix. The provider code block is completed with the same provider code as used

on the individual worksheets. The actual and possible figures for each criteria are
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transcribed to the summary matrix. The compliance percentage can be entered

instead of the actual/possible figures if each of the providers has an equal number

of records audited. The probability of having equal possible values for each

provider is minimal. Therefore, to avoid distorting the cumulative percentage, the

actual and possible values are totaled and the percentage value is determined from

the resultant totals.

The blocks in the bottom right hand portion of the matrix are provided to

record the overall values of the audit results. The actual and possible values in

those blocks are the same if the horizontal or vertical marginal values are added.

A check of the correctness of the matrix can be done by adding the horizontal and

vertical marginal values to insure the totals are the same. The calculation of the

overall compliance rate is computed based on the cumulative marginal values of

the actual and possible outcomes. The reason for computing the overall

compliance rate on the total value of the actual/possible values is the same as

mentioned previously in determining the marginal percentages, i.e., different

values of the denominator.

The summary audit matrix provides the auditors a concise array of data by

which a number of statistical tests can be performed. In addition to statistical

testing, the data can also be used to calculate descriptive statistics. The matrices

are not a panacea for all data collection situations but are versatile and provide

assistance in data collection for quality assurance studies.

Data Manipulation

Subsequent to data collection, the individual performing the QA study must

analyze the results. There is not a standard analysis, the nature of the problem
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dictates the type of analysis. Statistical tests enable the individual conducting the

study to analyze the data utilizing accepted *techniques. The results of the

statistical tests are extremely valuable in reaching a solid/defendable conclusion.

To determine the appropriate analysis, the study supervisior must decide on

what the study is to determine. Common statistical techniques are:

1. Descriptive Statistics - provides a mathematical portrait of study data,

paticularly useful in an initial study. The results provide a basis for follow-up

studies. A more complete discussion is contained in Appendix K.

2. Hypothesis Testing - enables the study supervisor to draw statistical

conclusions on observed data based on predetermined standards. This technique

can be widely used by the practitioner in evaluating treatment effectiveness,

• practitioner compliance with audit criteria, and any other observable event for

which an accceptablity standard is determined. The standard on which a hypothesis

test is based may be established by medical literature, regulation or local standard.

Further discussion on hypothesis testing with a large sample is contained in

Appendix L.

3. T-test - provides the same information as discussed in the preceding

paragraph with the exception that the sample size is generally less than thirty.

4. Analysis of Variance - allows the individual conducting the study to

determine if there is a difference between two samples by comparing variations in

sample data. This technique is extremely useful in determining effectiveness of

follow-up actions by reauditing a problem using the original criteria and comparing

results. This test reveals whether a statistically significant difference exists. A

more complete discussion is at Appendix M.
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5. Chi-squared Test - this test calculates the probability that observed

outcomes of various events are significantly different than the expected outcomes.

This test is very easy to use and an example of the test results is at Appendix N.

6. Regression Analysis - calculates the correlation between a dependent

variable and one or more independent variables. This technique is useful in

analyzing the impact of the interaction of the variables in the patient encounter.

Appendix 0 contains the results of regression analysis involving patient satisfaction

and clinic workload. 15

Conclusion Development Based on Data Analysis

Utilizing the data analysis, the QA study supervisor is in a position to develop

conclusions regarding the study. He/she must use the statistical results and his/her

S professional knowledge in order to accomplish this.

Possible conclusions include:

- no problem exists,

- problem requires practitioner training,

- problem requires changes in method of operation, physical plant

alteration, or administative action,

- problem requires restriction of practitioner privileges,

- problem requires extension of study to other activities.

The conclusion should be specific and obtainable. If the conclusion requires actions

outside the authority of the department/committee, the responsible official must

be notified. A recommendation regarding follow-up action must be made.
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Follow-up Action

In order to demonstrate effectiveness, the QA process is not complete until

follow-up action is performed. The follow-up should be planned so that corrective

actions have time to take effect, and the follow-up should duplicate the

circumstances of the initial study. Altering the cirumstances would invalidate the

follow-up results. By utilizing the QA study format outlined in Appendix P and the

appropriate statistical tests, the study follow-up should not be difficult to conduct.

The follow-up step is not only necessary to fulfill the JCAH standards but also

demonstrates to the staff the effectiveness of the program.

I
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CHAPTER V

CONCLUSION

The ambulatory quality assurance program at DeWitt Army Community

Hospital can be improved. The current difficulties with the program result from a

lack of focus on the 3CAH QA standards which are a responsibility of the reporting

activities. The departments, activities and committees which report on qunlity

assurance must concentrate on:

-Being problem focused,

-Having clinically valid criteria,

-Having documentation, and

-Having follow-up actions.

If these four requirements are adhered to by the reporting organizations, the

program will be effective.

The leadership of the hospital must convey to the department, activity and

committee chairpersons of the organization the importance of their contribution in

the QA process. By fulfilling the four QA principles for which they have direct

responsibility, these leaders will drive the program.

The importance of quality assurance commands the fullest support of the

entire hospital staff. The potential benefits of an active quality assurance program

justifies the expenditure of effort necessary to achieve it.
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DEPARTMENT OF THE ARMY
Headquarters, US Army Medical Department Artivity

Fort Belvoir, Virginia 2206G

Memo randum
No. 40-91 22 December 1980

Medical Services
QUALITY ASSURANCE PLAN

1, Purpose. The purpose of this memorandum is to establish a written plan that
will serve as a basfs for a comprehensive, fully integrated, problem-tfocused
approach to a Quality Assurance Plan for US DeWitt Army Hospital (USDAH).

2. General. The .verall goal of the Quality Assurance Program (QAP) is to
demonstrate USDAH's comprehensive and integrated approach to quality assurance.
The principal objective of the QAP is to facilitate the ongoing identification
and assessment of problems associated with clinical performance and the delivery
of patient care/clinical performance with the intent of improving such care to
an optimal level within available resource constraints. The Executive Corinittee
•,aii ,erie alsu as the Qual ity Assurance Committee for UJJ4Fl' '.

3, Scope. Quality Assurance (QA) refers to all orar'ii-ational activities that
are designed to foster or, evaluate patient care. It includes all departments,
disciplfnes, precti nss, ancillary personnel, coemittees, and administrative
personnel, The Commander, US DeWitt Army Hospital is recognized as the delegated
and uitimate authority tolrepresent the governing body (Office of the Surgeon
General) at the local leve'l, Health care providers will participate in peer
,'eview and all patient care processes will be subject potentially to evaluation,

4. Definittons and Goals. Evaluation of actual performance will be measured
against crfnically valid criteria. Clinically valid criteria is defined as
standards, objectives, or criteria that are based on a review of proressional
standards as reflected in current clinical literature. The criteria "should be
expected to result irn improved patient care/clinical performance," (JCAH 1981
Manual, p. 152) Criteria developed within the hospital or in conjunction with
other area hospitals may also be used as appropriate. Structure, outcome, or
proces; assessments may be used concurrently, retrospectively or prospectively.
Formal or Informal means (or studies) may be used in investigating the known
or suspected problem area(s). In all cases written documentation will be
mafntdi'ned as evidence of all of the QA studies and/or investigations. Credit
shall be given for QA investigations or studies which result in the finding
that rio significant problem existed and that therefore no corrective action
is required. Both informal efforts and formal studies, as appropriate to the
situatfon, can be used in the QAP provided the studies and efforts are
documented in writing. It shall be the goal of DeWitt Army Hospital to use
.ppreprfately both the formal and informal approach in the QAP, Documentation

of the QA effor-ts/s/tudies shall be reflected in all committee iniutes !ffaeti','ev
1 Januar:y i,81. Follow up and monitoringj octivities also shall b2 reF:ected
In the minutes to determine the extent of improved Fatient care and/or the
need for additional monitoring or QA studies. There shall be no specific
number of studies required. However, comnmittees have the responsibility to

V. • rhis t, emorndum supersedes MEDDAC Memorandum 40-401 dated 10 October 1980.
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conduct. OA artesthat are problem-focused an an ongoing basis.

Eachl cni' d:pl ine ýprofessional staff) Ni Il review the pat"-'t
tt provides. Res,!_'/ffncings of each depaetrrent on.QA matters will bp
communicated In a wr't:en (epor't to the Chief, Professional Serv'l-:et tcF.i
a quarterly bailh or mo?'e f!-quantly aa directed by the CPS

Each~ ddm~n!strdt~ve cepartmernt 'wll review its operation to cetermine
if any' QA stud'es are deeri'.d dpprý:prlate. Departmental or literdepartmIenta;
QA studie: will be ýn-fttated and ýeported tiy the administrative departments
on an Ad Hoc bj*I', at the ds~s,ý-etcn of the administrative department mead,

to the EAecut''le Officer prior to December, of each year by the aaministr-at'
department head5.

Department chiefs and cormmittees will cooperate in conducting interdtr ;ital
or other QA studies as dfrected by the Executive Cormmittee., In addition, -c.- ?S
(for clfn~cal' stud~es) or-the ExecutlqIe Officer (for administrative stud,;-.I
task deoartment, chiefs or comittree chai-.rmen to conduct QA studies, I n
a retord shall be maintained by the E~ecutlve Committee of all proposed, cc.-_:d
arid rejected QA ý:tudies. The flnd~ngs (or reasons for rejection of the .

shall be documented as-a matter of record for review by the JCAH or oth,!I)
authorized-!nspect~ng body. Follow up monitoring to document improvemre' Aent
care/cl~int6ic TperforrnarTv~c shalI -also be directed by the Exeeu.tive Commi-.:--, I
orderý ta:4nstlr& thar-molfations& needed to enhance.the quality of cafrsae

(accompltshed '-. *

h~jsp~r*1-ont~rtu-1ng HlealIth Edi.cation (CH-E) Programs will respond ~U
info-mrot on :-z 8% to address areas where knowledge defi ciencies are ro~ted b., -:i-
QA ý t w -e,,: D,-Cumentdt;r1q:of buch CHE Programs shall be forwarded to the C.,'
by departm~ent ch'ien-wht' nitiate the needed session or CHE Prog%,ams, Thu.-
doCUmTentatic~li moy be a pa-t; of the quarterly written reports to the CPS,

To r~hiy m~a-mum estent post;'ble QA activities shall minimize duplication
effort. Con derat'cn should be taken of the potential benefit of a p'O0po.--:
study -,hen 1;,ompdred ro rte c,ýt (tllme or-other resources) of conducting >

a, heC.,mad~r uDAH i* -ecgniedas hedelegated'and'ultimat~e autnority
to reroesent the gu& -r~ng oody (OtrSG) at- the local 'level. As such, he hoid:s
the 41rt1mate respons~bilfty for Quality Assurance Activities within the MEUCAC.
Thus, he --hall make all fl'nal jetermindtions of the extent, if any, to whic'n
outsfde aids (consultants cy* vjuntar'y rev--ew bodies, for example) shall be used
in QA activtt~ei to ýdent~fy aric/or assess problems,

t the Chief,' Profe! land Se,'vi es (CPS) is responsible ta-the command-.r
for clie conduct and rnplenieritation of the QA Program and for compliance w!th
the JC7,^o IiA standaeas an'd the HSC- directives.on QA matters, The CPS is responsible
fcc tne coord'inatlGn cf all QA activities.

2
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,q r e--ecut:e Orf::er k.KO) is responsible to the co-,,anca, ;.i :i.ure :i:it

a. All1 cepartrnent crifs ana rcfcrnPttee chai r~ren are 7e'ts ote S
fo• t?.e fmpler.ert5t'on -',d :_onduct of an effective QAP wi-- t.e :-e' tive

d .a etreent" ans.ot coi.nifttees.

(•) Interdepartmental QA stUdies (proposed). Appendix A .%.ia ias -%he
furat to be used tn submittIng a proposal for an interdepartmental study. A
department ch'ef or a committee chairman may initiate a proposal for - QA study
by using the format shown at Appendix A, In addition, any other personnel assigned
to USDAH may fn.itiate a proposal for a QA study by complet.tng the QA Study Proposal

(ODF) and by submir.ttng"It tntough departmental or committie channels. These will
be forwarded to the HEC, XO or CPS. If disapproved for s:udy, the reason(s) will
be documented for review by the JCAH or other authorized inspecting body.

(Z) Reports on QA Studies Conducted. Appendix 8 specif:es the format to
be used in reporting on Qua)4ty Assurance Studies. This format w•l1 be used for
studies done w4 thin a department and for interdepartmental studies. Committees may
elect to urfefly summarize a problem, solution ana fol low up act'or nn the corm1itaee
m~nutes If resolut'on of the problem can be determined easily (see paragraph 7a(l)).
Committees are encouraged to use the format at Appendix B when feasible and appropriate.
The ExecutIve Coffnittee ,hall determine which problem Focused formal and/or In-
?omal studies should :e ImItIa•ed. In addition, the CPS may direct QA studies in

I the adminlitrdatve areas Department chairmen may direct QA studies within their
departments or.fn coopa&.tlc. q.rtn another department(s).

6. Administ~r.ationiCootdnation of the QAP. The Hospital Executive Committee shall
Tnsure. :tat the QAP 's Implemented In an ongoing manner as requIred by JCAHI. The
H(osplta. Executrve Commfttee shall a-so insure that the QAP Is reappraised at
least annua-ly. -The .eappra.sai snali result in the identftication of "components
of the Qualfty Assuv--nce Pr-ogram that need to be instituted, (shall) assure that
the program '1 ongoing, comprehensive, effective in improving patfent care/

_* Cn-ea performance, dod-conducted with cost efficiency." 1JCAH 1981 Standard,
pp 53-••41

The QA C.rimmittee •nm11 consist of the membership shown at Appendix C. The
flow of QA ýnfo'maton for c~ommittees and departments is shown at Appendix D.
Reel;ant feeooaCK ,n:-•' artlor stould be channeled from tMe Executive Committee to
department chfefe' jrC y** t( ýn' 'Ten -if committees so that the QAP is comprehensive,
integrated, and comrar, iuýu.

7. Implementatlon.

a. Methodology The QAP wil be committee/department oriented. Each comlttee/
* department wfci 'nrr'ai½ be vequired to review the QA standard, 1981 JCAH

Accredftation Manual for Hospirais, and this MEODAC Memorandum.

("I CommitTee mfnutesireport format will make a statement by separate
paragraph (enrrited QUAL:TV ASSURANCE) to the effect that a QA problem was/was not
Identified by that -cr'rt-ee. When a QA problem is identified, a brief summary of

"3

.6 
16.



.'MED0AC Memo 40-91 22 December 1980

~the Problem and proposed solut~on or Trethod of investigation will be incluided
lor subsequent re-Pev bX .be FH,!p ',till Execut,' ve Ccirnmittee. This parayraph w.,ill

alo no oc;-erttZ~'?d-ot 9',O~ .t..1Jx relerenre previru ~ibeins

*(2) All c~oartmit repcets tg the Hospitals E;;ecu Live
ecmnnttee for revlew;, evalu~tton and czord~iaaltlon of Q~A matters. The Ci~

* -Professional Ser,/irce¶ in cuoord~natlon with the Executive Officer-will establish
and periodically updaite priorities with~ regard to the order in which inter-

* departmerntal pro:blems should be asses~sed. The Executive Commi'ttee will direct
comprehensive studies of problem%, to..affect~d 'committees, activities, depart-
ments, and divisions and' will assLg( 4 fP.4rc 1.1 , te ti- tic
and resolution. The Ifomiat shout- at Appetndii.'A (PrdOosed QA Study) :ilay be
used for this purpose or the Wvi4ty6 CýjipnIt~e vwrgive general guidance. on
the known or suspectad problem and! may d-ire-ct thbss assign4, to prepare a report
(AppendfA 8) based on their investigation and findings,

(3) The Executive Committee will direct appropriate follow up action
* through Its committee review process. The Hospital Executive Commnittee will

r.critor prvblcii tasolu fons at -least. once during the siibseouent ouarter and
during the annual review.

C4) The Hlospitil Executive Committee will review and evaluate the
QAP annually durfng December beginning in December 1981. During the annual
review,.th~is..QA. Memo'aradum willi be -updated .and/orrved Documentation of

- annual edse (4ent ti cops-.~st -o f a list of ..problIems i dentt f ie.6 du g
* the past year ý-ftd a Zti'n'nary utat-;i'ent as ;to the program' s impact on

cltntcai pe-fj:indr;.e 2-:3 po-Vent care. The above documentation. iled
a part of xtntrre r of the December Hospital Executive Cormmittee meitirig.. '1

The Fospftai E.e.-t1, CGffcer arc Chief, Professional Services will develop.
tý,e pspo~lem l'st n4 0e~i~'t QAP annual review.

15, PrOotemn 1feni r~irat:c 7here'arý *io-spekiffic6 numerical requirements.
w-'th re~ard tr. QA-probilemý DeWAtL Army Hospita) should identify annually.. 7 TheL

A or~inual go..' 0~ 00eW.?At Afm) Hoop,,tal will be to identify and resolve a minimum
of ,,me QA prooiem per hca~pftý commhittee, with the exception of the Medical
Library Coomm'ttee, te~e Akcre~a-toa ion Committee, and the Health Consumrer

* Committee, The atta.;hed i:-t of data ,ources (Appendix E) will assist Tn
problem tdentf~cat,4oný. C'-nfc~aa-ly vaild '.riterid Will be used to --centify

* anid assess pro.-O emt.. The QAP wifl focus primarily on:

~j, ~.~~tedprobiems (not limited to diagnoses or procedures).

('21 Problems for "hich tflere are local solutions.

(3t, Probiems that adversely impact on patient care or benefits.

C.Pr-olemw ý:ocused Approdch. the problem focused approach is to be
uttllzed for ail QA stud~e,; A problem is defined as any deviation from an
expected desirable outcome or- an a~rea of concern. The problem focused approach
ts based on the assumptlor' thdt to obtain maximal benefit from a QA study

4
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"~empha,-s~ i~u~c be focý,ed t)n the re-.olution of known or suspected plcobl~ms. In
addition, due to reý_ouf..e 1m1tat ons, pr'ori ties must bu estab!':;hed so that
those proulemsl having tre mc;ý 'mediate and adverse limpact on tir cur3
will be stud~edi4ýt

( rot) I Zein .1rrl 1 ýIýcLun. Proolein identi ficacion ýnould ce encour.-%d
at all levels within 0re hea!th cate organization. Departm~ental ind service
chiefs will ftmunlate and '-rp'ement a mechanism for encouraging problem
identification and svballit. protieni lists with priority rationale to the
Execut~ve Cornr't-tee 1`ýr fu-thlil pri r)(tization. Problem identification is to
be cont~urrent and ongoing.

(2'1 Peoblem P.-'o'1rfzat~on. A problem list will be formnulated and
maintained in order toi fnsure that the hospital QAP encompasses all organizatlonal
elements and that v~e-ource! dae uth1zed for cnta,timum benefit. The CPS, 01rec:or
of Nursing, and XO W-11 comnpfle the problem lists and recorrnmend study priorities.
The Executi*ve Comiwfttee will r-ev!ew the current list at each monthly meeting and
wIfl Make changes as needed. 0Oea'ar-ily the establishment of priorities for

*prctlem ri.-oiut~cn --,hill be ,aitse' to the deg9ree ^If adv'erse impa,: on patient
care that can be expected "t the problem remains unresolved.

8. Other Quality AS4Uane Re--ponsibilitfes. The Executive Ccrrlttae -.4i I inIs ure
that the staff and ail e.omm~tties c.omply' with JCAH evaluations required at the

,c-- prescribed fequerlc-/&v *:%ee Appena-4 F).-

0 9. Repo~rt'4nrg"Pr-o.cedu'E<;* "Y*-4-'e; no spec'fic number of QA studies which must
be completed "n o'ede 'o u,,mp.y with ev~sLing requirements. The NEC will monitor
the entire QAP. ti) 'n~.:ue that. als otganizational elements are 1lnvol~ed, QA
StUdieS Should vuýe trie fo'*m~Ij Shýw', at'Appendi¼ A and Appendix 3.. Reports will
be sutffittea d'O(.q ThL- o "Zi-'a nes identified tn the Quality Assurance
r nformatfor. F-o,, Cha-t *.AppE~nd*,x D Alternate informal reporting pathways
may be ut'1 I led qwees -.pp dp'te 1n.. tdC'l11tate the maximumn eAchange of in-
foria t for. . A'j QA ý:iu .4 w - c( treated as sens.tive, confidential ififormation
to be made i'6aC- TO m- 11 ro. 26d ra-,'duals with a' legitimate "need to know".
The CPS w'.11 c1ooa'1'.)te QA 'ep)t~ng activities. The HEC will serve as cus-
todian of ill QA vpcu- ,2n. a, ;Irrent,.

10 P'.obem kOuýtI-7u utiot ot p'oblems may require any or all of the
follow ing!

*a. New;.,evl'.id SOP i
b. Staffing cliange_-

c. Equipfrriet,.t dk f y nar~0 geý

e. Education a1io10r tY2'flnt'9 programs

* Continuing Medical Paucdtlal (CIAE) ind~or training programs will be used as
appropriate as a i'eh-Te fo, eesolin g plcblems noted in QA studies or other

PP QA activit~es DOCUrrientadt"On ui CME r-c.evant to QA matters will be accomplished
through committee m'nure's arid,, jo depar-tmlental channeis as appropriate.
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11. Self Assessment of QA. (See Self Assessment Matrix (as of Sep '1?0) -
Appendix G.)

a. The Executive Committee will insure that QA information (input and
feedback) Is shared In an appropriate manner with other ccmmnictaes and/cr
departments in order to facilitate communication on QA matters that may result
in improvements to care and/or the operation of DeWitt Army Community- Hospital.

b. The Executive Committee will review the Self Assessment Matrix at
least quarterly to determine which committees may be combined or made sub- .
committees of another committee in oraLr to avoid or reduce duplication of
efforts by those committees.

c. Addftionally, the Executive Committee will review the Self Assessment
Matrix at least quarterly to insure that the flow of information and other
aspects of the Matrix meet the spirit and intent of current JCAH requirements.
Recommended changes should be communicated to the committee(s) involved.

12. References and Autnority. -

a. AR 40-66, Chapter 9, "Quality Assurance"

b. JCAH Accredttation-Manual. for-Hospitals, 1981. -.

A c. MEDDAC Memo 15-, v.EDAr,..Committees, Boards, Councils, and Conferences, C
9 October 1980

d. MEDDAC Policy No. 40-401, Quality Assurance Plan, 22 Apr 80 (Ft Meade
MED DAC)

e. Ltr, Sub, Implementation of the New JCAH Standards on Qua1lty Assurance,
22 Feb 80 (HSOP-PR);

AHOCM-AR

FOR T'E COMMANDER:

A. AGIO //

lLT, MSC
Adjutant

A
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S)POSITION FORM'
.,w o this formn, se. AIR 344WIS: thri meeeroni

:yIs The Asilutsnt O0e0fle9h Center.

.!?C~ROFICSYMOLPrcpcosed Quality Assurance Study (Subject of Study)

PS FRM ATH CM.7I
.(O or Executive Corr~inittee

How rdenttfted: (Departm~ent, cofnitttee, complaftnts, ~tc,

O. Jective~s) of Study:

Criteria: (Examples: JCAH Standards, SQP's, AR'st Local 3taff consen~ts or

^-asources Required:

a. Person nel (List recommendations of personnel to conduct study)
b. Time (Estlinate the time needed to conduct study and report findin~sl

* d. Other (List other departmnents involved and ltst other pertinent resource ceats not
:-tiio~isly identified)

* Recomm~ended Priority: (Wfthti department/hospttal or other, Discuss ýrimpzt t'?
rr~l~bm is not studied)

7 Other Commen'ts: (itf anyl

¶ ~Ch-ef, Department or Corm~ttbe

FROM CPS' DATE CNT 2
XQ or Executive Cowimttee

Study is approved/disapproyed/deferred at this time. NOTE: IF APPROVED, THE PRIORITY
5 *7SrGNED PrrLL BE NOTED. NOTE! rF STUDY rS DISAPPROVED OR TrERRED THE REASON WILL BE

7ATED.

2. Chairman for study is __________,Others on commnittee are________

* 123. Departments Vrivolved In study: (Speci'fy)

14 -nstrlintz: pO~oa aragraph,. Example: Constraints on r--sour-=s!

5. uspnsedate for completton of study is: (~SpecifyJ

,v PPENDIX A PorX

FO "" 2496 ROPLACES 00 FORM 96. WHICH 13 OSSOLQTU.
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DISPOSITION FORM
FPr use of thk form, se• AA 340-18; the Drofonerit

eoen'w Is TM AaIutint G*~ I Cgnv .....

•EHRNC0R0OFFICE SYMBOL SUBJECT
Report on QA Study (Subject of Study)

[TO CPS FROM DATE CMT1

XO or Executive Committee

1. Problem:

2. How Identified: NOTE: The first 6 paragraphs may be omitted if
previously documented in a QA proposal. (See-

3. Objective(s) of Study: Appendix A) However, for studies done within a
department- and reported upon completion, all of

4. Criteria: the paragraphs will be shown.

5. Resources Required:

6. Priority:

7. Actions Taken: (Examples: Samples, audits, design of study, etc.)

8. Results:"-(What you found')""

9. Corrective Action(s): (List actions taken, if applicable)

10. Recommended follow up actions, to determine effectiveness:

* a. Short range:
1. Long range: (tndicate time frames and/or frequencies of monitoring. Specify

how follow up ts to be accomplished,)

NOTE: Other paragraphs, ff appropriate, may be added to those shown above.

Chalrman of Study

TO FROM CPS/XO/HEC DATE Crr 2

i 1. rdenttfy plan for review and further'action or follow up.

Z. Establish suspense date ff appropriate.

APPENDIX B

)A ' 2496 ,,IPLAC• 5 0,o FOR M. 9, WHICH IS OBSOLETE.
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CopyT available to LI)TC does nol

* TO CPS/XO/HEC FROM C,2TE CG, 3

1 1. Provide details of follow up and/or monitorng. State if further monitoring
' should be continued and g.ve recommendations (type of follow up, timing, frequency,

etc.).

2. Other comments are optional.

Chairman of Study

TO FROM DATE CHT 4

1. Prescribe plan for continuation of follow up or further investigation.

2. Nota that problem has been resolved (or that no problem was found to exist upon
investigation),

CPS/XO/HEC
t',-

8-2
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QA COMMITTEE M1EMBERS

Comnander, US DeWitt Army Hospital

Executive Officer

Chief, Professional Services

Chief, Department of Nursing

Administrative Resident (non voting member)

Secretary, MEDOAC Commander, Recorder (non voting)

NOTE: THE ABOVE MEMBERS ARE ALSO MEMBERS OF THE EXECUTIVE COMMITTEE

APPENDIX C

69 /0
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(Effective I .January 1131)

- o p t: *.e 1 .. ."F.,, t ',

• WI--,-1 .1 ilz3 1 ti on Rev ei•.w e- t .v - - - ";, • X

i--,;dtntaIs CcmI ttee t- - -*-S,,t/~ cnn~t~.
A!. Cl!rilcal All -
Oepartwnts Admi ni strati ve.

I _ Oepa rtren 1-s

I I

' -j

L Patient Care Auditing (IMCE Corinittee) -- Accreditation

- --- "AS -AutumaioI,61 G-Ji~anca 0,uuCil

-nfection Control Civi l ian Triining Committee

-Nursing Audit C- rime Prevention Council

- Ambulatory Care Committee. -- Disaster Planning Committee

Blood Transfusion and Tissue/ - Energy Conservation Council
* : Statistical Revfew

- Heal th Consumer Committee
Cancer Committee

Joint Staff Conference
Clinical tnvestigation Subcommittee

Labor Mandgement Commnittee
- Tumor Board

SLinen Management
SMedical Library

- Planning Committee

- Professional Education Committee

Program & Budget Advisory Comniittee

Safety and Ftre ?revention

----- Formal Flcw
- -- Informal Flow

APPENDIX 0
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QA DATA SOURCES (
Medical Records Committee Findings

Pharmacy Prescriptions Current Literature

Patient or Practitioner Profile Data Medical Audits

Nursing Audits Incident Reports

Risk Management Reports or Studies Ancillary Services Roquests and
Reports

Financial Data
Patient Surveys or Convents

Letters of Complaint/Comment
Personnel Staff Interviews

Medical Statistics "
Tissue Reviews

Blood Utilization Review
Safety Findings

rnfection Control Findings
Lhberato-y Rep)rtr

Radiology Reports
Other Diagnosti c/Clinical Reports

Utilization Review Studies

Internal Review StudiesrG Reports ..

Reorts . . ..... JCAH Survey Recommendations.•w ~~AAA Reports..:..
Observations

Mortal Ity/Morbidity Review

Profile Analysis Review of Treatment

APPENDIX E
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HOSPITAL WIDE FUNCTIONS REOU IRING MEDICAL s IAFF PAR T?'

ACTIVITY FUNCTION .EiNCY

lInfectior, Ccntrcl Cojry,~r Review rifeviorn vi,ihttn the hosiptal, cullur.s Of P.'fSoinpi' or V 0

revst~anCo trend studies, proposals and peotoCvls for iii W~.IWI
infctiori control studiis cond~ucted throuqhfitutorosijii-al

ouutidisctiplnary Safs~y A(op?. imnl.~itnt. and muAittor a comprehensiwi, hositzil -wide
Commi'tat safety program
IF uncikrial Safety and Sntto
Standard 0ISn~toi

Disaster PIannifig (mecihAMOlrr Plan for ex.ternal and irtiwnul disastefs, arnd rehear~wa fd

not spieciltied) qwliUate all drills ~nI
SaiainSadr I t

(Utilizatiam Revenw Standard 1) scheduling of resourcesI..,'iq fg

Delineuate relponsibili ties for dischargo planning

SUPPORT SERVICE EVALUATION FUNCTIONS

SPERTINENT CHAPTER SOURCE OF EVALUATION

01 Anesthesia Services - Pr~eetablishad criteria

DienicU SeIrvices input of medical, nursimg, and dietetic staff%

Outwite soureus it used

M-aidical record

Emergency Services Preettabtished criteria "-

Use of medical record F

K4om@ Care Sorvilws Pation! record%. both artive arnd closid ln
iStandard V)Ihrs,3dt

-A. rrt. Ae phnfiuaj
- A-tvves b~y a mrjtj.I
Liticiplinar-v advitori

'if and (cive.,

hosgitali.sporiscord P(nqstabll nqd criteria *~

Ambula'zorv Care t .t;r t.noty *fttE
Services (Standard V0( Ue of medical record q1nz b

5o~rvicI ow ?iat

APPENIDIX F
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Conm aveffiable to DTIC does -not
& taI1 Ze ibzpmoduaw~

SUPPORTS~ERVICE EVALUATION FUNCTIONS

PRIETCHAPTER SOURCE OF INFORMATION r FREQUENCY

___ __ __ __ ___ __ __ __ _ 11 by directo

I) Invoiogemtol of mdical Revief and reh.briiation othqulyan persopranelsNfs~il~

La.spiratarvar Services o sevreestblhenderiedi byute dercto
iStandard 1)I

Radialt~ ServicesIRvileew nil*auto o f quadIC lityf 3nd aepprsopri atenerssofnnteleife

(Standard 1) ~ ~ ~ Us Inolvemntdr rf edc lsafrd eaiiaio esne

Rspirat oryat Services Preestablished criteria Quatwieranaly
(Standard V)-.........I

* * -Use of mnedical record

Outside services it used

Special Cate Units Review and evaluation of the q~uality, safety, and 3ooropriatanecs Pl.iqulirly by
(Standard III. of the oatierit care within the unit as related to the findings of physiciati-director

hospital and medical staff qu~alirl and sifety assessment acwjtisste
Quairterly by multi-

(for a muitiourpose
104eiji care urnits

NURSING EVALUATION

ACTIVITY FUNCTION I F9FOIENCY

oeaoartmqont/Service Misesings ldentify'problerns; p,-opoWe solutions At foist six trnes a
(Nursing Services Standard I II year
(May be performed on devart. ronsider findings from relevant nursing care arnd monitoring

* ment/service/unit level) activities

Reviewv and Evaluation of Exam~ine the-provision of nrursing care arid its effect on A~t least sujr~vrly
NursingJ Practice ond patients

* Fijnctioni

(Nursing Slintien Stancard VII)

I..cridby deoartmn"Mti 51-viesw Quality ]r'r anoroauriatennis oi z-jrR oro-ided by nuriwq
,.efvtc* as a whole, by personn~el who i..t tinthsital employees
designiated represenitative

N ~committee, or bV riuiriig
sjIt assigned to depart-

metsts~arvices/units)

F-2
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a~m &vafilbleI to D77C does not I
Pe=%Ut fa~Y 19giblile repsoduotclmi

MEDICAL STAFF EVALUATION, ASSESSMENT, AND PMONITORI.NG ACTIVITIES

ACTIVITIES FUNCTION FREQUENCY

EPv4trjt,#r Comninit-de Receive and act p.onn, reacirss and rci .tnlfr. mn ierJic-i scai# trtnt"'.y

0,ldcal Staff Standard 10i commo'ttti, Uepvtmarts~, uovires, *.nd a~tr;mej activity grxp

P.Ivdral Staff Oe~rmns Review patient citea and treatment Mml
I.;o 2;rtinfli tali ijjfsidaff) or 1lntr.~~nio iin aedni'v nsa'n C~~~I
SW~I tnonidepartmelntalli'm Mahintain record that includes resultant recornnnenclatnns,

V310 conclusions, and ac~ion instituted

* tJsdignatSeff ofndr ltH Evaluave patleent care throurlh specific studies using prouttablintrid A~s indicated

service rules and roqulations

Tissu& Review Function Perform review on cases in which a stiecinien Itissue or nontisiusl rolotnthiy

I~stirgical cise review) wasl removed, as well as c~ams ini which no sipeciman ova* mreov-1
P1-:rnnzy aml T'ierep. ;?-c; Cpj..la0!7 IjS rVjy 6 , 'I aty )nd there$..-it1c or' 'li air Joua. ?".1yor
Function ciroceidures reiatid to -he seloion. intrahospitai l,stribution trot* fOrirtuently
(See also Pharmasceutical and handling, ind sate administration of drugs
Services Stand4rds IlIl V)

Evaluate and approve all cirotocgiý concert irnq use ot investigationai
or fiitpertmentol drugjs

Medical Record Function Review medical recoudi for timely rvpto. in Al rtinence. Ouartts~y or
ISee also Medicail Record an4 lyi. alliadequacy for quality eisuraiice ictivi tl" mote frfrquently

atrtention to use of whole bodYm-c~..o6. lcJme!tuml
elements

Evaluate olood use, -mcluding a rev .w of ' m.,tof blood
reciuototd, amonuet uied, and arnourt Af %v.dtage

Antibiotic' Usage Review Establishi rriteria for proorrviact~c and !t'erape*utic uwi of .antbicurics On~o-r,~ usaqe
* in pi~ohlem areas and reviewv departure% from thes" criteris j0sessmrrIeT

F- 3
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-TVZ-NI FORM Cb" C'Vaflab16 to DTIC does ziot

4~ rn'~ tu.' '3ieCt of Stuy

t_ _ __ _ -a -C z

.2. L. -iffed, (.Department, ccnv'iecN'%, .-mplaints, etc.)

O.bj *1Ks) of Study:

4.C r t ..CE. p Ipes : ~JCAi Staniarý, 2F, AR.'%, Local atiff t~on. ns or

5.. 'e

,rel ý,I- st re~oimiendationý C,- ~ne to ccnduct study)
r:!+t- th t'n ede ;i-ct Study and repor; findings)'

'Li.!;t ither depar~tments ir -,,,I -i n jlist other oertinent resource ceitsIg

If -~ Prorty (thn err 'e 'ýspjtal or otner, DIscuss Imphct ýF
r..)U studfckd'

7. .. mn:Cay

Cin i eF, DepartmnEn o-r CbMfflttte

TO FROM OPS DATE CMiT 2
(0 or Executtye Committee

p.i. - pp roved" di pprovea/ he fe rr -,, tniis time. NOTE: IF A.PPrIVED, THE PP.WRITY

IASS:- BE NOT T. NOTE: rF S7TJýY 'S Cl$,PROVED OR, ERRED THE REASON iRLL BE

2. Cr,. -. for study fTs __________ Others on committtee are ________

________________________________etc,

3. Derp'i -.-ts involved In study: (Specify)

4. Cc-":' ints: (Optional uaragranh. Example: Constraints on resourcesl

5. Susrl.~nsc date for conipletion of study is: (Specify)

-A~PPENDIX A 0 rA

DA PPETG 2496 -SLCI0 --Ok -0-VIC 90"LS6
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REVISED QUALITY ASSURANCE PLAN
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"*MEDDAC Memo 40-91

DEPARTMENT OF THE AIRMY
Headquarters, US Army Medical Department Activity

Fort Belvoir, Virginia 22060

Memorandum
No. 40-91 1 March 1982

Medical Services
QUALITY ASSURANCE PLAN

1. Purpose. The purpose of this memorandum is to establish a written plan that will
serve as basis for a comprehensive, fully integrated, problem-focused approach to a
Quality Assurance (QA) Plan for US Army Medical Department Activity, Fort 1elvoir,
Virginia.

2. General. The overall goal of the Quality Assurance Program (QAP) is to demonstrate
this MEDDAC's comprehensive and integrated approach to quality assurance. The
principal objective of the QAP is to facilitate the ongoing identification and assessment
of problems associated with clinical performance and the delivery of health care with the
intent of improving such care to an optimal level within available resource constraints.

3. Scope. The QAP involves all organizational activities that are designed to foster or
evaluate health care. It includes all departments, disciplines, practitioners, ancillary
personnel, and administrative personnel assigned or attached to the MEDDAC, Fort
Belvoir. Health care providers will participate in peer review and all patient care
processes will be subject potentially to evaluation.

4. Responsibilities.

a. The MEDDAC Commander is recognized as the delegated and ultimate authority
to represent the governing body (OTSG) at the local level. As such, he holds the ultimate
responsibility for quality assurance activities within the MEDDAC.

b. The Executive Officer is responsible for administrative actions in support of the
QA Plan and for insuring the availability of resources necessary to carry out the
provisions of said plan.

c. The Chief, Professional Services will serve as chairman of the QA Coordinating
Committee. He has the authority to direct such actions as are deemed appropriate to
achieve the goal of the QAP.

d. Division/department/activity chiefs, to include the OIC's of Fort A. P. Hill and
Vint Hill Farms Station Health Clinics, are responsible for implementing the procedures
outlined in paragraph 5 below.

e. The QA Coordination Committee (see organizational chart at Annex A) will be
responsible for the following:

(1) Overseeing all aspects of the QAP, to include reviewing current QA
activities, setting priorities on MEDDAC-wide QA actions, and directing actions to be
taken in resolving identified QA problems.

*This Memorandum supersedes MEDDAC Memorandum 40-91. dated 22 December 1980.
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MEDDAC Memo 40-91 1 March 1982

(2) Reviewing and evaluating the QA Plan annually during the month of
December. During the annual review, this memorandum will be updated and/or revised as
necessary. Documentation of the annual reassessment will include a list of problems
identified during the past year and a summary statement as to the program's impact on
improving clinical performance and health care. The above documentation will be made a
part of the minutes of the December QA Coordinating Committee meeting.

f. All MEDDAC personnel must abide by the procedures established herein, remain
cognizant of any problem which has or could have a negative impact on the delivery of
optimal feasible health care, and communicate said problems to the QA Coordinating
Committee.

5. Procedures.

a. Each division/department/activity chief will establish a QAP to assess health
care and Identify QA problems within their own areas of interest and/or in other areas of

the MEDDAC. The functioning of this program will be based on guidance provided by this
memorandum and will be outlined in an internal SOP. Copies of a sample QA SOP (Annex
B) and minutes of a departmental QA meeting (Annex C without inclosures) are attached.
Departmental QA meetings will be conducted on a regular, but not less than quarterly,
basis. Copies of minutes of departmental QA meetings will be routed to the QA
Coordinating Committee. Intradepartmental problems identified for further study will be
reported to the QA Coordinating Committee by completing Sections I through Ill of
MEDDAC(CSD) Form 522 (see Annex D). QA problems thought to extend beyond the
preview of individual departments will be recorded in Section I of MEDDAC(CSD) Form
522 and forwarded to the QA Coordinating Committee for action.

b. The committees and support services listed at Annex E will forward an
information copy of their minutes/periodic reports to the QA Coordinating Committee.
Applicable 3CAH evaluation criteria and reporting frequency is specified at Annex F.
Committee minutes/report format will Include a paragraph summarizing QA issues
addressed. QA problems identified for further study will be reported as specified in
paragraph 5a above.

c. An individual identifying a potential QA problem may report the problem in one
of two ways:

(I) To his/her department/division chief for inclusion into the departmental QA
meeting or

(Q) Directly to the Chairman of the QA Coordinating Committee (CPS).
Format fo., this report will be as described in paragraph 5a above.

d. Upon receipt of MEDDAC(CSD) Forms 522 by the QA Coordinating Committee,
identified problems will be reviewed, evaluated, and prioritized with regard to the order
in which assessment will take place. The QA Coordinating Committee will direct
comprehensive integration of problems to all interested departments/divisions/activities
and assign responsibility for problem resolution. The QA Coordinating Committee will
direct appropriate follow-up action through its committee review process and will
periodically monitor problem resolution. All problem resolutions will be evaluated during

2
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I March 1982 MEDDAC Memo 40-91

the annual review. Administrative operation of the QA Coordinating Committee will be
governed by the provisions of MEDDAC Memorandum 15-1.

6. References.

a. AR 40-66, Chapter 9, "Quality Assurance"

b. JCAH Accreditation Manual for Hospitals

c. MEDDAC Memorandum 15-1, MEDDAC Committees, Boards, Councils, and
Conferences

HSXA-AR

FOR THE COMMANDER:

nc /-/.7 ."---

61Incl MARGAREiT A. MAGGIO .
as CPT, MSC

Adjutant

DISTRIBUTION:

A

1M

IIi
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ANNEX A

1. Organization

EXECUTIVE COMMITTEE

QUALITY ASSURANCE
COORDINATING COMMITTEE

SELECTED HOSPITAL REHABILITATIVE/ OTH4ER SOURCES
COMMITTEES/SUB- ANCILLARY SERVICES OF INPUT
COMMITTEES

[I. COMPOSITION OF QA COORDINATING COMMITTEE

Chief, Professional Service (CPS) Chairman
Risk Manager Member
Nursing QA Coordinator Member
Chief, Inpatient Care Branch Memberr
Administrative Resident Member
Secretary to the CPS Recorder

VA- 

,
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ANNEX B DEPARTMENT OF THE ARMY
Headquarters, US Army Medical Department Activity

Fort Belvoir, Virginia 22060

SHSXA-FP I December 1981

Quality Assurance Program for the Department of Family Practice

I. Purpose. To establish guidelines for reviewing and evaluat~rg the quality and
appropriateness of inpatient and outpatient services within the department.

2. Scope. Family Practice Inpatient Services, Family Practice Clinic, DeWitt Army
Community Hospital, Fort Belvoir, Virginia.

3. Responsibility. It is the responsibility of the Chief, Department of Family Practice,
through the Family Practice Clinic Director and the Inpatient Faculty Coordinator to
conduct a review and evaluation of the quality and appropriateness of the inpatient and
outpatient services given within the department on a monthly basis. This will be
accomplished by the auditing of patient medical records by pre-established criteria.

4. General. The criteria to be utilized in the review will be of four types or categories.

a. Ongoing daily usage of Inclosure I titled "Medical Record Audit" examining the
resident physicians' capability in his/her ongoing medical care of patients. This will
include the thoroughness of the record, the analytical sense, the reliability and the
efficiency of the care delivered. This form will be utilized to evaluate the ongoing,
overall continuity and quality of patient care rendered by the resident physician.

b. Quarterly audits by disease category; matching residency physicians to disease
category and utilizing the Family Practice Computer Management System in identifying
patient category type. Audits planned for calendar year 1982-83 will include "diabetes"
and "hypertension" and will match resident physician to these categories (see Inclosure 2

'0 and 3).

c. Monthly audits of pre-selected patient types and disease categories for all
physicians (staff and residents) preselected by the department. These records will be
audited by pre-selected criteria on a daily or weekly basis by staff physicians.

d. Monthly audits of completed inpatient records of patients hospitalized on the
Family Practice Inpatient Services. These will include medical, pediatric, obstetrical and
gynecologic patient categories. Audits will be conducted once monthly at the Patient
Care Auditing/Quality Assurance Departmental Meeting. Records will be reviewed by
criteria listed in Inclosure 4 and charts/records reviewed will be coordinated through the
Patient Administration Division, DeWitt Army Community Hospital by the Inpatient Staff
Coordinator.

5. Reporting. Reporting of all audit results of all categories will be the responsibility of
the Chief, Department of Family Practice. Results will be reported to the Patient Care
Auditing/Utilization Committee and to the Quality Assurance Committee on a monthly
basis.

6. Problem Areas. Problems identified in the above described audits will be so recorded
utilizing the "Quality Assurance Problem Workshect" (Inclosure '). Problems uncovered,
solutions proposed and undertaken, and the re!;ults of rc-auditing will be reported to the
Hospital Quality Assurance Committee with this form.

William 3. Meinert
LTC, MC
Chief, Dl-partrm,•nt of fanmily Practice
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"DEPARTMENT OF THE ARMY
DeWitt Army Community Hospital

"Family Practice Center
Fort Belvoir, Virginia 22060

MEDICAL RECORD AUDIT

O Patient's Name: " Date:- __..___

Physician's'Name:. __,_. .

"Auditor's Name:

Is chart legible: __ Yes No

1. Thoroughness:
YES NO

a. Complete Data Base

b. Problem list complete and up-to-date

c. Plan written for each significant problem

d. Patient profile in chart

e. Medication list complete and up-to-date

f. Overall rating of thoroughness of record

Excellent Satisfactory ___Borderline Unacceptable

2. Analytical Sense:

a. Clear, cogical treatment plan of acceptable
quality for each problem

b. Proper consultations for problems

c. Is each problem supported by adequate data,
and the need for further data recognized

d. Abnormal findings noted in chart (explained)

e. Overall Rating:

Excellent Satisfactory Borderline Unacceptable

Inclosure I to ANNEX B B-2
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3. Reliability:
YES NO

.a..Wer, problem plans.implemented.

b. Were additional tests and procedures indicated
*. actually performed

c. Overall Rating:

Excel lent _ Satisfactory P, orderline _ UnaccEptable

4. Efficiency:

a. Were paramedical personnel utilized, if. necessary

b. Do flow sheets exist if necessary to deal with
complicated, inter-related problems

c. Did physician time spent seem appropriate
for problem stated

d. Were "inappr'opriate" or "unnecessary" lab ll ,
or x-ray studies performed

e. Overall Rating:

Excellent _ Satisfactory B Borderline _ Unacceptable

Y)1
Inclosure I to ANNEX B B-3
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DIABETIC CHART AUDIT

Patient: Chart # _

Physician: ;

Complete Incomplete

1. Problem List

2. Medication List . m

3. Documentation

a. Ophthalmology consul~t .... ....___

b, Podiatry consult * , _

c. Instruction in insulin usage or
oral hypoglycemics if given *

d. Dietary consult *

* or documentation of being performed by

primary physician

4. Follow-up visit ever 2-3 months if on
insulin or hypoglycemics; every 6-12
months if liet controlled ., ______

5. Basic laboratory data: Renal function
test, lytos, CBC, urine, urine culture _ _

6. Recurrent laboratory data: FBS (lower
than 200), urine S/A _

7. P.E.i Fundus, BP, C.V., Skin Peripheral
Sensation, DTR

overall evaluption Acceptable •- 1naccptnhle []
Comments:

Evaluatinq physician: _----_ _

UD Form 348
118 Dec 80

Inclosure 2 to ANNEX B B-6 -
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This Document

aw Reproduced From
Best Available Copy

,MFDIC~t' RECOR~DS flT-:YRF:s c

Patiot~Cft _____________ Date _______________

Evaluator ___________

Chuck il cur.lete Check coirplete

"~'roble" list Laborntcrv and Ccrsiultation

2ica tion~s 7ecordce__ Cphthal-nolocly consult

- 5ynr'toria t-olocwy checklist __CBC

P'hysical Fxam UN C C&S

-- 2ht l~'o~opetam once/year Fýlectro>;tc.' %,-I, K, Cl, CO 2

-ariiovasc-ular: heart. rate, rhvth~m, F'ast;inr *1!-A- 12

rm~rriur, poriphieral nulses, presence;" Fcorum cruatirato

abSOTncO Of bruits Tr i c-lvrc ie r,'e

rerindiiv TLaboraLory tv

T:(:trlv(':q 6~-12 ros K+ q 21-1 vks '-V"

s nart or chanc~e or Iinretic 2' ;:our r-~ r<tnn112 q '/.~or prn C r" 01* 2

i'-potua 1 yPO-

)i r: oe s~

-,vo:.cwr 40f ycars ol-I

__ rnal ilrt(7riuurem, no'nal renins if

Inclosure 3 to ANNEX B -lllic '~.2..ercf

Ion: Unacceptable
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'. .. .. *. " ... ; *. ** .. .. * .. * *e , .

OBSTET?.ICIL rnTc.t?- C.!rE AUDIT .

Date _.*_ _,_,_ _

•Auditin4•, hysLcian __"._._ _

"" COMPLETE INC•.0 iLnE'

1) -Patient ID Data

2) EMC, U."?. or corrected EDC
recorded in chart

3) -Appropriate data for each 'isit --

recorded (wt, BP, urine, etc) ' _

- 4) Lab Data on chart-".,rype, Rh, Hct, Hyb, PAR smear,
"Serolocy

5) Review of Systems Analysis *

b) Past M1edical Histor• and Family
History _____

7) Prewious obstetrical recor-d _

8) Complete P.P._

9) Pelvic Exam with Obstetrical

10) Chart legible YESNO

Comments:

Overall: A.cceptdablo Unacceptable

Inclosure 4 to ANNEX B B-6
5,•
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W QUALITY' ASSURANCE PROGRAM
PROBLEM ASSESSMENT WORKSHEET

Problem No. .Date _

SECTION I - IDENTIFICATION

.. Statement of Problem.-. . . .-

2. Source of Data:

I 3 Committee/off ice/Indi vi dual Identifying Problem:

SECTION UI - ASSESSMENT Date _____

I. Identify Applicable Criteria. .

2. Feasible Resolutions:

(. 3. Recommended Resolution:

4. Resources Required:

SECTION II - EXECUTIVE REVIEW Date

1. Action Takcn:

2. Priority: Immediate - Resolve within 30 days - review monthly.
Delayed - Resolve within 6 months - review monthly.

_ Long Range - Resolve within 5 years - review annually.
Deferred - Resolution not feasible with current resources -

review annually.

Inclosure 5 to ANNEX B B-7
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"SECTION.IV - IN PROGREMS REVIEWS

". Status: Date

2. Status: Date............. .. . • .' . ..,,*.

, 3. Status:. Date ' "•

* 3. Status: .. Date_ _

II

• 4. Status: ',,, . Date __ _ __ _

3. Status: Date

SECTION V - RESOLUTION

Statement of Resolution: " Date

-----------------------------------------------

SECTION VI - FOLLOW-UP/REVIEW

Date

Inclosure 5 to ANNEX B B-8 *
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ANNEX C

DEPARTMENT OF THE ARMY
PIEAOQUARTERs, U. ,. DEWITT ARMY HOSPITAL

S$,FORT -ELVOIR. VIRGINIA 060o

iSXA-FP 16 December 1981

"SUBJECT: Minutes of the Department of Family Practice Patient Care Auditing
and Quality Assurance Committee Meetings

TO: Chairman

Medical Care Evaluation & Quality Assurance
DeWitt Army Community Hlospital
Fort Belvoir, Virginia 22060

1. The meetings were held on 9 December 1981 at 1230 hours in the Main
Conference Room.

2. Members Present:

CPT John H. Black, Chairman, Patient Care Auditing Committee
LTC 11illiam J. Meinert, Chairman, Quality Assurance Commlittee

Staff Members:
CPT Robert Campbell
CPT William McCarberg
CPT'Mark 1Hillard

Resident Members:
CPT Steve Daugherty, Ist year

CPT Janet Spitzer, ist year
CPT Steven Reissman, 1st year
CPT Laurence Sharp, Ist year
CPT Neal Baillargeon, 2nd year
CPT Mark Beckerman, 2nd year
CPT Eric Brewner, 2nd year
CPT Douglas Cambier, 2nd year
CPT John Reasoner, 2nd year

CPT John Alves, 3rd year
CPT Gerald De Tata, 3rd year
CPT John Pascal, 3rd year
CPT Dougla- Phillip, 3rd year
Members Exctused or Absent:
Major John Fogarty, Staff

Major R. B. Stith, Staff
CPT Joseph Fitzliarris, Staff
CPT Robert Reade, 3rd year

MAJ Thomas Ely, 2rd year
CPT Wayne Jonas, 1st year

CP'T .Jmcs, TL. c , 1 t y'rar

•.'~ C-1
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HSXA-FP
SUBJECT:' Minutes of the Department of Family Practice Patient Care Auditing

and Quality Assurance Committee Meetings

3. Old Business:

None. This is the first meeting held. Family Practice Inpatient Service
was established 19 October 1981.

4. New Business--Chart Review.

a. Reviewed 25 completed inpatient records to include obstetrical, gynecologic,
medicine and pediatric type admissions. The following deficiencies were noted in
these records.

(1) Discussed the chart of a 45 year old WM admitted to the ICU with the r
diagnosis of shortness of breath, wheezing and possible pulmonary embolus. A
deficiency existed in the record in that a specialized procedure was not coded
on the cover sheet, "VQ scanning", and the diagnqsis of "Medical observation for
possible pulmonary.embolus, suspected, not proven" was not listed on the cover
sheet. Record returned to PAD for additional coding.

(2) Discussed the chart of a 2 y/o W4 whose parent removed the child
from the hospital against medical advice for the problem of wheezing. No mention
is made of this on the cover sheet--returned to PAD for additional coding.

(3) Discussed the record of a 1 y/o Bl, admitted with potential child
neglect. No discharge instruction sheet could be found in the record. Tnis was
considered a major deficiency in view of the CPMCT and medico-legal aspects of
the case. Chart was returned to the physician for appropriate notation as to
disposition and followup.

(4) Discussed the record of a 25 y/o BF, admitted to the ICU with asthma.
No mention was made in the chart of the results of several blood gases drawn
during the admission. The necessity of comment by the physician who orders lab,
x-ray tests in the progress notes was emphasized.

(5) Discussed the record of a 28 y/o WF admitted for an incamplete
abortion who underwent an elective D&C. No tissue pathology report was in the
chart after I month. This was considered inappropriate and the chart was returned
to PAD for filing of the tissue result.

(6) Discussed the record of a 61 y/o 1X admitted to the CCU on a "R/O 4I
protocol". No mention is made of the results of a CXR done on admission. Returned

d ýn physician for correction or addendum to the record.

(7) Discussed the chart of a 48 y/o ,., admitted to ICU with asthma.
Again, no mention of a CXR done on admission.

(8) Discussed the chart of a 24 y/o WF, postpartum, augmentcd with
pitocen after 5 hours of SROM. There was no mention as to the indications for
augmentation or whether a staff OH-CYN person was consulted regarding the drug
usage. Chart returned for addendum to notations.

C-2
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* III I.

HSXA-FP
SUBJECT: Minutes of the Department of Family Practice Patient Care Auditing

and Quality Assurance Curmittee Meetings

b. Current Inpatient Chart Review: Census on the Service numbered four at
the time of the audit. All charts had been reviewed and various deficiencies
were corrected at the time of the review by the physician in charge of the
patient's care.

c. There were no recorded deaths in the Family Practice Inpatient Service
since 19 October 1981.

d. Complications: No introgenic complications could be found or were re-
corded in patient care during the review.

e. Outpatient Chart Review: Formal Outpatient Chart Review has been in
effect within the Family Practice Clinic as of 1 December 1981. The audits will
follow the format illustrated in the SOP titled "'Quality Assurance Program for
the Dept of Family Practice", dated Deceiibur 1981 (Oncl a1). Audits planned
for December will utilize the "Nedical Record Audit" daily (Incl !ý2) on selected
Resident charts. In addition, a generic audit will be conducted on all, the
Family Practice obstetrical records utilizing ncl '3, "Obstet-rical Patient
Care Audit." Results of all these audits and statistics gathered will be re-
ported in the January minutes of this Committee

5. Quality Assurance Prograin--Probler As•,,:.m:nt.

a. The entire QA Program of the Depart,.ant was explained and clarified to
members of the department, as well as the utilization of the Problem Assessment
Worksheet.

b. The first QA Problem identified from the Inpatient Records Audit was the
high percentage of charts (30,) which were identified as deficient because of
the physician's lack of documentation regarding pertinent tab, x-ray and other
data. The feeling of the majority of the members was that "if a lab test is
important enough to be ordered, some mention of its results should be made in
the progress notes". This statement was expanded to include other facets of
the patient's care--to include the results of consults, physical therapy and
respiratory thurapy. See lci #c 4 for reconutiendations. r

6. Meeting adjourned at 1335 hours.

WILLIAM J. NEINERT, M.D. -'

LTC, MC
Chairman, Quality Assurance Committee

C-3
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ANNEX D

SPROBLEM ASSESSMENT WR

Date_ __

SECTION I-IDENTIFICATION

A. Statement of Problems:

B. Source of Data:

C. Committee/Office/Individual Identifying Problem:

D. Recommended Individual/Committee/Activity to investigate Problem:

SECTION II-ASSESSer Date

A. Identify Applicable Criteria!

B. Feasible Resolutions:C0F

C. Recommended Resolutions:

D. Resources Required:

SECTION III-Executive Review Date

A. Action Taken:

B. Priority: Inediate-Resolve within 30 days-review monthly.
_____Delayed-Resolve within 6 months-review monthly.
_ Long Range-Resolve within 5 years-review annually.
______Deferred-Resolution not feasible with current

resources- review annually.

-,. DDAC (CSD) FORM 522 D-1
I. 1 April 1982
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SECrION IV-IN-PROGRE-SS REVIEWS

A. Status: Date

B. Status: Date

C. Status, Date

D. Status: Date

E. Status: Date

------------------------------------------------------------

4. SECTION V-RESOLUTION

Statement of Resolution: Date

SECTION VI-FOLLOW-UP/REVIIi

Date_
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I V

ANNEX E

COMMITTEES MONITORED BY QA COORDINATING COMMITTEE

ACCREDITATION

AMBULATORY PATIENT CARE
EMERGENCY MEDICAL SERVICES L

BLOOD TRANSFUSION & TISSUE

CANCER

CLINICAL INVESTIGATION/HUMAN USE

CREDENTIALS COMMITTEE

INFECTION CONTROL
ANTIBIOTIC UTILIZATION

MEDICAL CARE EVALUATION
CARDIO-PULMONARY RESUSCITATION
CRITICAL CARE
DISCHARGE PLANNING

MORBIDITY AND MORTALITY

RABIES CONTROL BOARD

RISK MANAGEMENT

SAFETY AND FIRE PREVENTION

THERAPEUTIC AGENTS BOARD

TUMOR BOARD

!I. ACTIVITIES/SERVICES MONITORED BY QA CORDINATING COMMITTEE

ANESTHESIA
CHN (HOME CARE EVALUATION)
DEPARTMENTAL QUARTERLY QA MEETINGS
DIETETICS
DON QA PROGRAM
FORT A. P. HILL HEALTH CLINIC
PATHOLOGY
PATIENT REPRESENTATIVE (MONTHLY REPORTS)
PHARMACY
PHYSICAL THERAPY
RADIOLOGY
RESPIRATORY THERAPY
SOCIAL WORK
VINT HILL FARMS STATION HEALTH CLINIC
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ANNEX F

INVENTORY OF RELATED

QUALITY ASSESSMENT & CO.NTROL REQUIREMENTS'

STAI(ARD FREQUENCY SCOPE/FOCUS - C(N�TENTS

I. AnesThesia Quarterly * Monitoring to reflect * Should be part of overall
the scope of hospital's hospital QA pragr.Im
anesthesia sorvicos * Medical record require-

* include review of oil monts specified (p.61
categories of anestho- * Involve use of preestab-'

sia personnel list�nd criteria
* tbt limited to mer-

hidity/mnortailty ruviow

* Roprusent�tlvu sample

p

2. DietetIc
Annually * Hovldw nutrifional cdr.i * Miouli bo �'art of overall

of inpatioiits, out- ho�pltal QA proJrdm
patients, home care, * Shal I use mod cal record

and outs jdu contraufud and preostabl I shod
Survices, as appro- critoria
pr-late . Review shal I inclrlo earl-

* Representative �.umplu tributions tr�zn r'vljicdl*

* Quality control rmuha- nursing, nnd dietetIc

nisms for specifiod stuffs
procossos such as * �Aodic�si record roquiro-

nutritional asses�rnunt, urvunts spocifiod (p.201

dietary instruct Ion,
etc.

L

3. Emergency Monthly * Particular attention to * SPiel I use medical record
(Reccxn- DOAs, doaths within thu arid pruenteblishod
mended EQ end deaths witnin critorie

more fr-u- 24 hourS of admission * Modical record require-
quently if fran the ED merits �pocif led

rapid turn- * Reprnsontativo sample Ipp.32,5�)

over of . Quality control mocha-

physician nisms for specified
staffing) processes such as re-

call mechanisms, medi-
cal record revIew, etc.

b _____________________ ____________ _________________________________ _____________

'Ewcorpts Ira,,, joint Coewnission on Accreditation of IIvipitals, Accroditatlon Moriuni for

Hospitals, 1981 Edition.

*1



STANMAR NCY SCOPE/FOCUS CONTENTS

4.' FiactI Cel Continuous . Comprehensive hospital- * Produce safe character-
Safety Sod program wide program Ilstics and practices;
SaItatlon effort, . Review to include eliminate or reduce

monthly patlents, hospital hazards to the extent
committee staff and visitors possible
meetings . Pollcy/procedure * include review of all

development, coordi- pertinent records and

nation, review reports
. Incident reporting . Methods for measuring

system of safety program and
. LIlson with infection analysis to determine

control effectiveness

5. GaweIrnig Continuous . Assure a comprehensive * Through CEO, ensure that
Body (GB) hospitalvide QA program administrative assistance

SCredentialling and necessary to facilitate
privileges delineation objective analysis of
systems/policies quality care

GO should specify the
nature and frequency of
submission of reports
required by medical staff
QA activities

6. HMO C*e . Annual . Review to Include direct . Should be part of overall
Program and outside contracted horpi tdl QA program
Evaluation services, If used . Multidisciplinary advisory
Quarterly . Both active and closed committee must include
review of case medical records (1) physician, (1) RN and
medical review other professionals in-
records . Representative sample volvod In program

. Case plan review at . Evaluate effectiveness of

least every 60 days objectives
Review to Include
accessibility, timeliness,
and need of services

* Medical record require-
menis snecifled (p.61)

F-2
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STANOARD FREQUENCY SCOPE/FOCUS CONTENTS

7. 1$spltal * Biannually Review to Include . May be ý,rt of clinical
Sponsored . Recom- entire scope of service/department review
Ambulatory mended services and outside mechanIsms
Care more tro- contracted services, . Shall use medical record

quently if If used and Preestablished
organized o Ropresentative Sample crituria

by service . Medical record require-
have out- ment Sp"cifled (p.68)

reach pro-

grams, or
rapid

physician

turnover

8. Infection . Bimonthly . Hospltaiide . Standard criteria for
Control committeo . Review to include all identifying and reporting

meetings patients and personnel infections
. Continuous . Dtermine Infection rates

data col- . System for data col lec-
lections. tlon, reporting, anti-
surv 11- biotic review and

lance and evaluation and follow-up
pol iy action
revlow Continuous review and

evaluation of all hospital

aseptic, isolation and

sanitation .echnlques
Required participation by

medical staff, nursing,
administration, and when

avallablo, microbiology
suction of lab

Medical record require-

mont ..pucifled (p.74)

9. Medical
Staff

(pp. 105-108)

a. Special . As indi- , R),rusentdtivou smpl . 'onduct spocific studios,
Patient catud to ,s indicatod using pre-
Care Evalue- assess ustablishod criteria

tlon Differ- potontial

eanes prulbIurn1S

F-3
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STANDARD FREQUJENCY SOPE/FOCUS CONTENTS

f. Anti- Continuous . Should Include review . Should Include prophylac-
biotic Assessment of inpatiemts, aibula- tic and therapeutic use

Usage tory and emergency for all categories of
patients patients

. Representative sample . Criterion-based review in

problem areas

. Clinical review as well as

stat i stica I/pr eva I once

studies

* Control of usage based
on assessment studies

Oh. -thw". As Indi- . As Indicated by the . Participation in hospital-
patlet cited by specific review aci,vi- wide activities including

related specific ties planning. safety, etc.
profes- review . Representative sample . Patient care evaluation in
sienale activity ED, OPO, home care

activities . Role in care of aootion-

ally III, alcoholics,

dru_ abusers clarified

Note; Other required madical staff functions include utilization review, ( "o p.22),

monitoring of clinical policies and procedures, mortality review, etc. In addi-
tion medical staff quality control Includes use of assessment findings tar

credentials# privileges delineation and continuing education purposes amongj
other corrective action ptiodis.

10. NECleIw . Unspe¢c- * Review and evaluate . Documented review and

NIdIcife fied evalu- quality, safety and evaluation of policies/
ation appropriateness of procedures and committee

activities service activities
. Continuous . Medical record require-

safety ment specified (p.114)

surve II-

"lance

11. Niursing Quarterly * Representative sample * Sho'~d be integrated when

possible with other
* hospital QA activities

B Based on written criteria
• Include nursing care

personnel vho are not.

hospital mployees

• Variety of fwthods can be

used for review/evaluation

F-4
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STANDARD FREQUENCY SC(OPE/FOCUS CONTENTS

b. Tissue Monthly . Include inpatlents and . Review shall Inelude

(surgical outpatients indications for surgery

case) . Revio) to include casus . May use screening

Review whore specimens wore "u':hanisms with pro-
and were not recovered dotormined criteria

SReview all cases with

major preoparat ivo

postoperative discrup-

anc les

c. Pharmacy Quarterly Development and survoil In cooperdtion with

and There- lance of policies and pharm.siist and other
poutics practices, including disciplines es roquirud

drug utilization

Advise on avdilablo

drugs. formulary

chanjos, updating for-

muiary, drug roact;onb

review, and experim)n-

tal drug uso approval

d. Medical Qudrterly * Review to include in- * Review for timely conplo-

SRecord ;atient, hospital- lion, clinical perti-

sponsored aimbula ttory nunco, overal I O1loquacy
caro, 17) iiid ho e ,:.oro for uaI in iuli i ty a.ososs-
rucords inwJt activities, and as

Reprusentative sample medico-legal documents

Requirod nursing and

madlcal record staff

part ci pat ion

a. Blood Quarterly R Review to include in- Mday be per'formed through

UtllIzation patient, hospital- retrospective patient care

spons,,red ambulatory evaluation, medical record
care, ED and spclal review, or other patient-

care patients specific review mechanism
Representative sample * Review for proper VtliI-

zation of blood trans-

fusions

* Shall review whole vs.
component blood elements

* Shaill review all actuel

or suspected reactions

* Should review anount

requested, used, and

wastage

103
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land Medi-d pittl QA program medical laboratory assure

csli celsb- . Serviebade quality deccartmontsr partici-

Services assure relrlabl ity of eyilogramlaboratory data

13. Phiisw Unspecified .Include departmental/ .Should be part of ovorall

'tiall service/individual hospi tal 9A program ,

Serfvices prescriber review specific to drug utill-

" Representative sample zat ion and etffect iveness

quality control strat- usage patterns by clinical

egies such as drug department/physiclans

profile, pollcies/ . Assist in establishing

procedures, etc. drug use criteria

14. Radiology Unspecified . Review to Include . Review and evaluate
inpatient. outpatient, quality and appropriate-

and ED services noss of services
. Medical record require-

mnts specified (pp.159-

160)

15. Rehablill- Quarterly * Review to Include . Systematic review anrd

tatlon inpatient* outpatient evaluation of quality and
ftorwr and ED services appropriateness

* ServI•oes Representative sample . Predetermined criteria

le luding, . rarticipation by medical

as appll- staff and rehabilitation

cable, personnel

any apO- . Medical record require-

.allized ments specified (pp.164 -

"*aser los 165)

provlded

Including

Physical

Therapy.

* Occupa-
t~onal

* ~Theapy.
etc.

F-6
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1 1 STANDARD FREQUENCY SCOE/FOCUS CONTENTS

16. Respiratory Quarterly * Review includes in- . Physician-director

Care patients, outpatients, responsibility
home care patients, and . Should be performed within

outside services, If overall hospital QA
used program.

Representative sample . Review and evaluate
quality, appropriateness,

and effeetiveness
. Shall use medical record

and proestablished
criteria, Including lndl-

cations for use.
effectiveness o' treat-

ment, and adverse effects
requiring discontinuance

of treatment

. Shall Include contribu-

tlons of medical staff and

respiratory care services

. Particular attention to

highly utilized survices
. Medical record require-

m nts specified (pp. 175,

176)

17. Social Biannually Review Includes In- . lhould be performed within C

Services patlents, outpatients, the overall hospital QA

home care patients and program
outside services, It . Review and evaluate

used quality, appropriateness
Representative sample and effectiveness

. Includes all categories of

pat ints
. Shall use medical record

and preustabllshod

criteria

(Indications for social
- work intervention)

. Particular attention to

dkr.hargo planning and
timeliness of emergency

iorvices

* I. Medical record require-

_ nMnts specified (p.180)

-- 7
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S.TANDAR FREQUENCY SCOPE/.FOUS CONTENTS

Is. Special Quarterly * Representatlve sample . Ptysiclan-dlrector
Wlts for multi- for all units responsibilIty
(multi- purpose . Should be part of overall

rurpo"e or units; hospital QA program
speclfic- unspecified . Qoallty, safety and appro-
purlpos) for prlateness evaluated on

specific regular basis
purpose . Written criteria for ad-

units mission to and discharge
from special care units

_L
MIMM

F-8
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APPENDIX D

CORNEAL ABRASION STUDY
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TO: W-7 Thomas Hoffer MC/USADe~lit Az •rm Hosp it,- 1

Ft. Belvoir, VA 22.OG0

FF-1: ame Benvenuti
De2"itt •:.37.,, Hosp~ital

Ft. Belvoir, VA 22060

DATE: 1 Decerber 1981

SU3JBJT: PRELIMINARY Q/A CRITERIA FOR COiNU IJLVIL11 OF COPNMEAr, ABPRS ION:
MIINIMUM DATA TO BE INCLUDED IN .J"3CO!1,D

1. (If patient is verbal): some description is given of recent onzet
of eye pain or feeling a "foreign boch! or "zmething in the eye";
+/- photcphobia; ention i. mrade oýany/no CŽ%angq in visual acuity;
and sc.me mention is given to related eLioloics such as "folioed
a-concussion or scratch to face" or "eaz.eing ccntact lenses", etc)

2. Objective confirmation of corneal. abrasion is shoj.qn by statinq
either one of the following:

a. Observation of corneal light reflection using oblique side
moving illumination ("flashlight test") shaas abrasion
(or abrasion shadows cast upon iris); or

b. Sterile fluorescein strip reveols corne-al. abrasion N.•ii-h wasnot evident on "flashlight test"; chart mentions that

greehish speckled pattern is not dendritic branching
(which would suggest Herpes ke-r-atitis).

3. Evaluation using binocular imagnification and lid eversion excludes
foreign bodies remaining and excludes 1x•>ntrating or perforating
injuries into eye.

4. The pertinent normal eye findings are included, such as: visual.
acui_ , PRERLA, EOM intact, fwudoscopic exam •b, cornea
"otherwise clear" and visual fields 1%!U, to gccss cc'r•frorltation.

5. Pertinent negatives are mentioned, such as:
a. No corneal anesthesia, pigq,.ntations, diffusae uloudinrss P

or radiations into sclerae.
__ b. No purulent discharge associated with eye pa•,o.7 4N" ,

6. Treatment plan is specified: including firm eye-patches and a 3-5
day course of antibiotic ophthalnic solution.

7. Follow-up is specified; including reap-point-ent within 24-36 hc4.!rs
for reexamination.

8. Follow-up is arranged until either corrplete resolution of the problem
or referral for complications such av- infectious keratitis.
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TO: MAJ Thomas Hoffer, MC/USA
DeT,,Titt Army Hospital.
Ft. Belvoir, VA 2_2060

FROZI: MAJ James Benvenuti, MC/USA
DaWitt Army Hospital
Ft. Belvoir, VA 22060

DATE: 7 January 1982

SUBJECT: REVISED Q/A AUDIT OF ETR "CORNEAL ABRASIONS"

1. Review of Emergency Room Log for the pa.st six months
yielded 90 cases listud as corneal abrasion: 5 of these
cases were eliminated because other diagnoses were listed
on the record, such as "conjunctivitis".

2. Of the remaining 85 records, 32 ware available in our
clinic and were audited.

3. Using the Hoffer Corneal Abrasion Criteria, the following
deficiencies were noted:
a 12.5% = No mechanism of injury noted;
b. 40.6% -No subjective symptom listed;
c. 21.8% -r-No visual acuity noted;
d. 46.8% = No fluorescein test cited;
e. 0.0% = No eye inspection noted;
f. 9.3% = Diagnosis not given as "Corneal Abrasion";
g. 65.6% = Treatment Plan did not list topical antibiotic;
h. '50.0% = Treatment Plan did not list pressure patch;
1. 34.3%7 Follow-up did not specify return within 24 h4-48 hiý

4. These'deficiencies do not necessarily represent poor quality
of care: for instance, although the fluorescein test was
not cited, it probably was routinely done by the Emergency
Room staff. It is also noteworthy Lh.at the criteria were
only recently developed and di.sse,2iated: except for the
recent few months, the st,,aff had no guidelines provided. "
Nevertheless, providing a reminder to the stai-f of these
criteria might improve quality assurance at this hospital.

a.
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APPENDIX E

FOLLOW-UP CORNEAL ABRASION STUDY
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TO: COL Jose Ossorio, M-C/USA
De:,itt Ar-my HospitalFt. Belvoir, VA 22060

FROM: MAJ James Benvenuti, MC/USA
DeWitt Army Hospital
Ft. Belvoir, VA 22060

DATE: 13 January 1982

SUBJECT: Q/A ONGOING AUDIT OF ETR *COPRNEAL ABRASIONS"

1. On 7 January 1982, an audit of Emergency Room records
for the past six months yielded 32 available records of
"Corneal Abrasion"; the following deficiencies were noted:
a. 12.5% = No mechanism of injury noted;
b. 40.6% = No subjective s.nuptom listed;
c. 21.8% = No visual acuity noted;
d. 46.8" = No fluorescein test cited;
a. 9.3% = Diagnosis not given as "Corneal AbrasiCon";
f. 65.6% =-Treatment Plan did not list topical antibiotics;
g. 50.02 = Treatment Plan did not list pressure patch;
hi. 34.31 = Follow-up did not specify return within 24-48 hrs.
i. 0% = No eye inspection noted.

2. By 1 December..f98I1, the above Hoffer Criteria had been
developed and 4isseminated to the staff. During the
following month of December, 19 charts of patients treated
for "Corneal Abrasion" were collected and audited. The
following deficiencies were noted:
a. 10.5% - No mechanism of injury noted;
b. 36.8% = No subjective symptom listed;
c. 36.8% = No visual acuity noted;
d. 36.8% = No fluorescein test cited;
e. 0% = Diagnosis not given as "Corneal abrasion";
f. 10.5% = Treatment Plan did not list topical antibiotics;
g. 21.0% = Treatment Plan did not list pressure patch;
h. 36.8% = Follow-up did not specify return within 24-4, hrL..

0% = No eye inspection noted.

3. Using the Chi-Square Test for analysis, statist±cally
significant improvement is documented for the following
criteria:
f. Treatment Plan to list topical antibiotic; and
g. Treatment Plan to list pressure patch.

4. aecause of the remaining high rate of deficiencies,
a re-publication & dissemination of the Hoffer Criteria
for Corneal Abrasion is recommended - to include all
involved staff.
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CONCERNED CARE COMMENTS
*Please refer to back for Privacy Act Statement

TO: Patient Representative Office
DeWitt Army Community Hospitai
Fort Belvoir, Virginia 22060

Let's Hear # bout

Compliments: Staff member (military, civilian and volunteers) who are doing an
outstanding job.

Suggestions: An idea that would improve our care.

Problems: Something to bring to our attention.

DATE:

(PLEASE PRINT)

NAME: Sponsor's Social Security Number:

ADDRESS:-

zip.co•,e Telephone:I'v zip code

,",IEDI.AC ('•S) Fm 342
I Jun 81 dtv% 1 1 3
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-a, p %&UDn VAC d -
Fqr use a# this io,m. see AR 3d0.15; the prop ont . 1le.•f'1 . AGO ... mit for

REFERENCE OA OFFICE SYMBOL SWWJ CbCT.. t

SHS,,CS PF.O .%C: i-iL it. COPY . .V ovLkdale to 0I.C does l o."au Wt legiblm= a UV= ua

1. hhe P'int Representat ive Off ice activit ics for " .9rz2- 192 ara presented for reviei\ matr i: which Lists the .arob]' - b, c!1ffi c/• -r-; a,- (Incl. 1)

2. iAnalysis of ._zuunters:
)J.AM;UXR? -Y=BRt'X '•v, ,r1

In formation/Directions 391 432 498 45%
Followup with Patients 70 78 125 .11
Contact with Staff or

SOther Agencies 231 226 231 21%
Assistances 8 9 2 1%
Complimen t s 56 74 131 12%
Problems 109 73 117 10%

TOTAL 865 892 1104 100I *

3. The P.,.O. recei,,0d rne hunrdrecd aaJ thirty-onc. (131) LuaPLLUenLs Lt!is month: Ward 4A :
Ward 3B (17), Ward 43 (12), Family Practice (10), ETn (6), ,N!IC (5), Urology (5), Surgery
Orientation (3), Opthalmology ( 5 ),Surgery (4), Orthopedics (3), L & D (3), OB/GCYN (3) and
Respiratory Therapy (3). The following areas received 2 ccmpliments each: OR, Recovery, Fo
Service, ICU, Internal XLedicine and Neurology. Red Cro., . 3B, A & D, Anestheasiology,

Sled. Company, . Housekeepin•g,, PT, Refil l Pharmacy, C'-1O Clinic, Occupational Health, CCU,
aind Cardiology received one ccmpliet e-!T .

'4. Commentsabout the matrix (Incl. 1)

CENTRAL The complaints about this service have significantly decreased again this
APPOINnIENTS; month. It is interesting to note the number of complaints regarding the

phones in Family Practice and in Pediatrics.

ETR/TRIAGE: Poor communications resulted in at least 12 of these complaints this month

INPATIENT: Three patients stated that the staff on Ward 43 are doing a good job, buc
they seem terribly overworked!!

":lo other trends were noted this month.

5. Case of the month:

RORBLEM #1: An 11 y.o. dependent son and his father arrived at the Orthopedic Clinic at
approximately 0930 hours on a Thursday. They supposedly were referred by Quantico, but .ey
had no appointment and no referral. PROBLEM #2: Orthopedics referred the patient to AMI1C
for a referral not thnnklin" that ,U!1C djesn't see anyone l :s -than 313 ".•...703LE E 3:-

,the pacient to P-.-iatrics .here he Was 'ivn a "ttin&' referral to Orthopedics.
He returned to Orthopedics where he was told that he would need to make an appointment
through CAS. The CAS intercom phones were out of order. PROBLEM! ;4: The CAS supervisor
"was rmaking appointments in person, bht the soonest appointment was for one aonth in advanc. .i'e patienes father felt that this was unsatis;factory so he rctl;rned to Pe-diatrics to have

change the referral from "routimn" to "TODA\. ile then rctirnk.d to Orthoped ics.
Pi-3LE' -,5: By this time, tile emergency doctor in Orthopedics had been called to the Emerggm.nc
Room. The patient and his dad were asked to wait, 1ibut they did tiot .i:31 to do so. They ":1

ro 2115
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H IA- CS
1:1) Ac¢I ýi-ie - :.-arch

We cculd not deternin L ' t..e. 7-at'.. ..v . ::.: i-o or not.:ith the
2 p;izo of Proier- .12, tho ztafc gave this patient tce czorrect iaformation about

""a %:-aF .c fr b 5 s , .?our .. oJ[ 70L U, "'o'0or, the -. tie nt • i: his fzthe•r
left... The dad said that he ;aouidf fo1 -u 0 -7or-.:!I i.. t .:, bu: a: this
Stime, he -is not.

6. Ad..i. .c, .a .... : a2U" by tho f.R. , d. u:' Lh L; -h z. h .:irc :

a. provided new ?IEDDAC employees with a brief orientation to the Patient
Representative Office,

b. attended Fotozaac Chapter Society ot ieatisint Represe~ntatives Meeting at
Washington Adventist Hosoital in Takorna Park, -:7

I

c. ;hared job dcscription, -ionthily report and records ideas with staff from
Fort Rucker, Fort Lee, and Fort Levenworth respecLiv'.a_

7. If you have any comments or questions re-a-rding thŽ •'nforni-.tLon that is presant•d
in Lhis iwnthij report, please contact me at ext. 42390.

I Incl. PAMELA N. DUNCA4N
as Patient Representative

C. DISTRIBUTION: :.- "
xo
CPS
C, Dept. of Family Practice
C, Dept. of Medicine
C, Dept. of Nursing (2)
C, Dept. of Surgery
C, Ai1ulatoz-y :[ursrl Svc.
C, Ci•rn
C, CSD (3)
C, Logistics
C, "-IS
C, PAD
C, Pathology
"C, Pharmacy
C, Preventive Medicine
C, Radiology
Commander, 15th CSH
Commander, •ED. CO.

Navy/NC Liaison

,\rnhL. [isiden c

C, Force Development
.C, Satellite Clinics

•" " " .. .-. .. . -.' " " • • ", -
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APPENDIX H

QA PROBLEM ASSESSMENT WORKSHEET
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Q~UAL ITY .SUAC Ji\
PRCM3LL\ A.SSESSMENT OSHT

S riox, f - 1 ~J IAI~

B. Source of Data:

C: Cofr~ittee/'Off cice! individual Idnify ing Iroblem:

U, Recoimneidend IndividLual/Cc.,-mnittoe/Activit, to investigate Problem:

SECMfON 1.1-ASSESS~IM\F Date_______

A, Idezitlfy Applicable Criteria!

13. Feasible Resolutions:

C. Reconmmended Resolutions:

D. R~esources Rcquired;

SEJI-ON 111-axecutive Review Date________

A. Action Takcn:

B, Priority: ____Inmediate-Resolve writhin 3-2 days-review inonithi',.
____Delayed-Resolve within 6 moniths-revirew .. nh

_____jý-1erred-RCSO~ut ion niot feasible witni current
resources- review annually.

MFUDlA (CL-D] FOiRM\ 322
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SEICI're I.'- I-POYI

A. Status: Llt_______

1.Status:

C. Statu.3 LIU______

LU. Status!Dt _____

1'. , S týzLis. Date

--------------------------------------------------------------

SECTION V-RE3SOLUIOiN

0 Statement of Resolution: Date________

SI2CH ON VI-FOLLOWN-UPi'REVIEWI

Datoc________

WTI
121
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SOUTH POST HEALTH CLINIC
10 Most Frequent Medical Complaints and Diagnoses

CHIEF COMPLAINT (Reason for Patient Presenting)

RANK DESCRIPTION ACTUAL #

1 Musculookeletal Pain 63 19.8
2 Rash 33 l0o.
3 Follow-up 24 7.5
4 Sore Feet 21 6.6
5 Back Pain 18 5.7
6 Physical Exam 111 4.4
7 Blood Pressure Check 13 14.!
7 Sore Throat 13 4.1
9 Stomach Pain 10 3.1
10 Conjestion 2.8

TOTAL FOR THE TOP 10 218 68.8

*Total Useable Observations 318

Diagnoses (Dispositions)

1 Referrals 25 8.7
2 Physical Exam 15 5.2
3 Bronchitis 13 4.5
4 Muscle Strain 11 3.8
4 Blood Pressure Check 11 3.8
h Muscle Spasm ii 3.8
7 Sinusitis 9 3.1
7 Tendonitis 9 3.1
7 Upper Respiratory Infection 9 3.1
7 Rash 9 3.1

TOTAL FOR THE TOP 10 122 12.'

** Poison Ivy 8 2.8
** Prescription Refill 8 2,8
** Shin Splints 8 2.3
** Sprained Ankle 8 2.8

G** Gastritis 8 2.8
** Common Cold 8 2.8

TOTAL FOR THE TOP 16 170 59.4

*Total Useable Observations

I *The clinic surveyed a total of 45)i patients, the total number of observations listed
Sunder complaints and diagnoses refers to the numiber or useable/identifiabic entries for

those categories.

**These diagnoses were added in order to portray a more complete picture of' the rang, e of'

disnoo's treated in the clinic
iF[G' ]d.u I. 1
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AMIC
10 Most Frequent Medical. Complaints and Diagnoses

CHIEF COMPLAINT (Reason for Patient Presenting)

RANK DESCRIPTION ACTUAL # %__

1 Musculo.keletal Pain 46 14.7
2 Sore Throat 31 9.9
2 Cough 31 9.9
4 Follow-up 22 7.0
5 Rash 19 6.0
6 Flu Symptoms 18 5.8
7 Congestion 15 4.8
7 LBD 15 4.8
9 Earache ].3 4.2
10 Eye Pain 10 3.2

TOTAL FOR THE TOP 10 220 70.3

*Total Useable Observations 313

'• ' Diagnoses (Dispositions)

1 Referred 28 9.8
2 Allergy Rhinitis 20 7.0
"3 Sinisitis 19 6.6
4 Bronchitis 16 5.6
5 Flu Syndrome 15 5.3
6 LBD 10 3.5
7 Tendenitis 9 3.2
8 URI 8 2.8
8 Pharengitis 8 2.8
8 Viral Syndrome 8 2.8

TOTAL FOR THE 'LOP 10 1i1 49.3

*Total Useable Observations 286

*The clinic surveyed at total of 3Jý3 patients, the total ntunber of observations
listed under complaints and diagnoses refers to the number of useable/identifiable
entries for those categories.

F-IGIJIUR T. P
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FAMILY PRACTICE CLINIC

10 Most Frequent Medical Complaints and Diagnoses

CHIEF COMPLAINT (Reason for Patient Presenting)

RANK DESCRIPTION ACTUAL # %_,_

1 Follow-up Appointment 24 15.6
2 Physical Exam 12 7.8
3 Pap Smears 11 7.1
3 Flu-Symptoms 11 7.1
5 Ear Ache 10 6.5
6 Back Pain 8 5.2
7 High Blood Pressure 7 4.5
8 Routine OB Visit 6 3.9
9 Ear Infection Follow-Up 5 3.3
10 Well Baby Check-Up 5 3.3

Total for the top 10_ • 66.0

*Total Useable Observations 153

Diagnoses (Dispositions)

Pregnancy 12 7.7
Physical Exam 12 7.7

3 Hypertension 10 6.5
4 LBD 7 4.5
4 Serous Otitis 7 4.5
4 Otitis Media 7 4.5
7 Sinus Infection 5 3.2
8 Diabetic 4 2.6
8 Well Baby Check 4. 2.6
8 Vaginitis 4 2.6
8 Anemia 4 2.6
8 Routine OB Visit 4 2.6

Total for the top 12 80 51.5

*Total Useable Observations 155

.*The clinic surveyed a total of 183 patients, the total number of observations listed
under complaints and diagnoses refers to the number of useable/identifiable entries
for those categories.

FIGURE I. 3
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OBSTETRICS AND GYNECOLOGY

10 Most Frequent Medical Complaints and Diagnoses

in this particular clinic the complaints and diagnoses
are listed together due to the limited catagories of
complaints and diagnoses unidentifiable by the clinic
staff.

RANK DESCRIPTION ACTUAL # %

1 kB Routine 155 33.6
2 Follow-Up Appt 61 13.2
3 PAP Smear 39 8.5
4 Vag Infection 32 6.9
5 Problem GYN - ? 27 5.9
6 Preg Test 22 4.8
7 Lower Abdominal Pain 20 4.3
8 BCP Refill 18 3.9
8 Vaginal Bleeding 18 3.9
10 IUD 8 1.7
10 Colpo 8 1.7

Total for the top 11 408 88.5

*Total Useable Observations 461

*The clinic surveyed a total of 504 patients, the total number of observations listed

under complaints and diagnoses refers to the number of useable/identifiable entries
for those categories.

FIGURE 1. 4
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SAMPLE SIZE CONSIDERATION

This is a brief discussion of sample size considerations:

The population size is the number of items which are the subject of the study.

If the population to be studied are those patients who are treated in the emergency

treatment room in 1981, that number may well be 50,000. Conversely, an audit of

gunshot patients seen in the same clinic may represent only twernty incidents. If the

population is small a complete audit of all encounters may be possible and that

audit will be very accurate. It is more likely that the audit will be on a large

population, and therefore sampling techniques are necessary.

If a sample needs to be taken of the population there are certain principles

that must be observed. Randomness of the sample is the key to arriving at a true

picture of the population. Two conditions must be met to achieve randomness: (1)6
all observations must come from the same population, and (2) the sample

observations must be statistically independent.

The first condition is met by adhering to the criteria discussed earlier

regarding clear identification of the subject of study. The independence of the

observation is based upon the point that the observations should stand alone and

their selections should not change thc value of other possible observations.

The problem of randomneso needs to be discussed further. If the sample is to

be a valid reflection of the population an idea of what the population looks like is

necessary. The sample should be comprised of all elements of the population or at

* least all elements of the population must have an equally likely possibility of being

selected. Elements of the population may be excluded from the sample for

seemingly obvious reasons in retrospect. If "stat lab test" is to be sampled, the

sample should provide the opportunity for all requestors of "stat lab test" to be

included. Limiting the tine frame for data collection so that certain activities will
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be excluded will taint the results. If the data collection is conducted on Tuesday

and several clinics do not operate on Tuesdays, then those clinics will not have the

opportunity to be represented. In determining the data collection scheme the

individual conducting the study should be cognizant of the potential of excluding

population data.

Following the evaluation of how the sample is to be done to insure randomness

and independence, the size of the sample needs to be determined. Sample size is

dependent upon the cost of the sampling, the timeliness of the sample, and the

accuracy desired. Cost is significant in any sample; the time and effort required to

collect the sample information should be reviewed before undertaking a quality

assurance study. A very short sample collection period will reduce the size of the

sample. The desired accuracy of the final resu'c must be taken into consideration.

The results of sample generally become more accurate as the size of the

sample increases. Of course, as the size of the sample increases the cost of the

study study increases and the timeliness of the study decreases. The decision on

which of these three factors is the most important is solely that of the individual

who will have to make decisions based on the results. There is no magic number

which an individual can point to and say that is the minimum acceptable sample

size. The central limit theorem stipulates that with a large n (sample size of 30 or

greater) the theoretical sampling distribution of !Z (mean or average) can be

approximated by the normal curve. 18  This theorem is the basis for many

statistical tests and therefore the number 30 is a valid milestone if the individual

conducting the study plans to use statistical tests based on the central limit

theorem.

The vast array of other statistical tests which can be used in evaluating study

results are not based on the "large n" of the central limit theorem. To use 30 as a

guide may result in incomplete data for other tests of significance. To circument
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the possibility of either having too much or too little data the literature should be

consulted prior to data collection to ascertain what sample size would provide

adequate information for the statistical test to be used.

13
€V
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"DESCRIPTIVE STATISTICS

The occasion may arise that a study concerned with "discovery" is to be

instituted. Discovery is useful in describing a situation for which a performance

objective is not established. For example, the Chief, Professional Services may be

interested in the number of times a patient receives a busy signal when attempting

to call for a medical appointment. The obvious method to obtain an approximation

of this problem is to conduct a data gathering experiment which will consist of n

elements which will together comprise the sample. The elements discussed earlier

regarding factors which should be considered in sampling apply i.e., timeliness,

cost, precision, randomness, and independence. The outcome of the sample should

provide a minimum of the following elements:

x = Value of the measurement in the sample (unsuccessful number of phone

attempts

n = The sample size

x = The sample mean (arithmetic average)

S2 = The sample variance

s = The standard deviation of sample

mode = The most common value in the sample

R = Range of values

median = The middle value or the average of the two middle values if an even

number of values in the range

In addition to the above data the sample results should contain a graphic

representation of a frequency polygon (next page). This graphic presentation

enables the observer to judge the symmetry and/or skewness of the sample. This

visual presentation alleviates a great deal of narrative description as thle picture
"I

speaks for itself.
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The actual calculation of the statistics of a sample and the construction of the

visual presentation of the data was performed by a Hewlett-Packard minicomputer.

Subsequent to data collection, computation of the statistics, and visual

presentation, evaluation of the sample results can be undertaken. The sample

results may reveal what is perceived as a problem or the resu,., may be favorably

received and the process is ended. If the results indicate a problem then the data

becomes the baseline data for evaluating the effectiveness of follow-up actions.

The follow-up hypothesis can either be based on the initial results or another

objective. For example if an average (R) of 3 unsuccessful attempts to reach the

appointment clerk preceeded the actual telephone discussion that statistic (M) or a

lower one, 2 attempts could be the hypothesized value.

H0 :/s O3 unsuccessful attemptsl A0:4L-22 unsuccessful attempts
TH --3 ete unsuce ssful avemg a sor
HA;4 3unucesu ateps] LAjj-2 unsuccessful attempts

The sample is extremely useful in developing a basis for decision making and

subsequent evaluation of follow-up action effectiveness.
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HYPOTHESIS TESTING

(LARGE SAMPLE)

Hypothesis testing is applicable to studies which have a predetermined

compliance level which will be used to judge performance based on clinically sound

criteria. For example, the pathologists are concerned whether "stat" tests are

actually being evaluated by the staff appropriately. The sole criteria for

evaluating the situation might be "annotation in medical records of test results

within 24 hours of completion of test." In order to test this criteria, a number of

decisions need to be made:

1. Determine an acceptable compliance rate. In many areas a goal of 100% is

mandated. In this example 90% will be used.

2. Establish a level of confidence. This is the probability of being correct. In

this example the pathologist desired a 95% probability of being correct.

3. Develop the hypothesis and define the terms. The expression of the hypothesis

in statistical notation is not necessary but is helpful for convenience. To be able to

use notation, a legend of symbols to be used is included.

P = The population portion

n = The sample size

x = The number of samples which fulfill the criteria

p = sample proportion, the estimate of P

0r°p = The standard error of the sampling distribution of the sample

proportion

Ho = The null hypothesis

HA The alternate hypothesis
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Po A number representing a hypothesized value of the population

Level of significance, I - (level of confidence)

E = Maximum tolerable difference or error between the population

portion and the sample estimate

ZK = The standardized normal variate use in a one-tail

CV = The critical value

Zc$ The standardized normal variate use in a two-tail test.

Not all the values for the symbol shown above have been computed as of yet. At

this point the hypothesis can be developed.

Ho0 :P .90= (the population proportion complying with the criteria is equal to

or greater than 90%)

HA:P .90= (The alternative hypothesis is that the compliance rate is less than

90%)

S"=.05= (95% probability of being correct)

7kK =1.65= Standard normal value of d,= .05 in a one tail test of significance

(Z value)

4. Determine the sample size. Several decisions need to be made in estimating

the sample size.

a. Determine the maximum percentage of error in estimating the portion of

the population which is fulfilling the criteria. The pathologist wants the estimate

of the population portion not to differ from the actual population portion by more

than .05 (5%).

b. Compute the sample size. One last decision has to be made prior to

computing an estimate of what the portion of compliance is. Despite the

incongruency since the purpose of the audit is to determine the portion, some value
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must be assigned. An estimate of 50% will result in the largest sample size

estimate, deviation either side of 50% will decrease the siAmple size estimate. A

small pilot audit might suggest a figure of 70% or the pathologist may just have an

intuitive estimate. If in retrospect the sample size was too small the preciseness

of the estimate will suffer. Similarly, if the sample size is actually greater than

necessary the precision of the estimate will increase. In this example a pilot study

suggests that a compliance rate is approximately 80%. The following information

is now available.

IE = .05 Maximum difference or error between the population portion of

compliance and the sample estimate.

P = .80 Estimate of actual compliance based on pathologist's estimate

o(= ,05 Level of significance

Zoi= 1.65 Z value

To compute the sample size estimate the following formula is used:
n=-(-P ZO.L80(.20)(1.65/.05)2n--P-( l-P)

.80(.20)(33)2 = .80(217.8) = 174.2 or

175, always round up

5. Conduct the audit and record results. The number of charts which fulfill the

audit criteria x is divided by the number of records audited, n or sample size, to

arrive at p, the sample proportion or estimate of P. Continuing this example 180

records were audited, n - 180, and 150 met the criteria, x = 150. The calculation of

the sample portion is:

p=x/n=150/180=.833
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6. Test the hypothesis. The test of the hypothesis involves the following

information:

n=180,^=.05, x=150, P,=.90, ZO=1.65,
CV=unkown, p=unkown.

HO: P .90 HA:P -.9 09
The criteria value represents the decision point in the hypothesis test. The

critical value is a combination of the hypothesis value of the population with an

adjustment which is the standard error of the sampling distribution. The result is a

value below which the null hypothesis can be rejected. The calculating formula for

CTp is:

18080

The critical value (CV) = PO - t(p=

.90-1.65(.0223607)=

.90-.037=

.863

Decision rule: r
ACCEPT H0:pZ.863

REJECT HA:P-.863

The value of p = .83 ( _e., p =150 ) therefore the null hypothesis is rejected
1-80

and the alternate hypothesis is accepted. Referring back to the development of

the criteria for the study it can be concluded that "Istat" test results are not

annotated in the medical record within 24 hours. Before concluding the

pathologists may want to check the possible error in estimating the population

portion based on the sample size and portions. This relates back to the sample size

estimate formula,

n=P(1-P) (2Zc_/E) 2
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That formula can be manipulated to solve for E,

E=Z P(I-P)
n

Based on the survey results the value of E is:

E=1.65 .83(1-.83) 18180

1.65(.027998)=.046

The final value of E (.046) is less than the value stipulated earlier in the problem

(.05) therefore the sample size estimate was adequate.
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ANALYSIS OF VARIANCE

The analysis of variance test is useful in evaluating the effectiveness of

quality assurance follow-up actions. The analysis of variance test enables the

individual conducting a study to evaluate the effectiveness by comparing the

compliance rates for the various criteria in two random samples by comparing the

sample variances. An explanation of the reasons why an evaluation of sample

variance can be used to determine whether the compliance rates are equal or

statistically different is again best left to the statistics textbooks.

An example of the analysis of variance test will be demonstrated via the audit

data included in the corneal abrasion audits (Appendix D and E). The criteria for

the audit was developed (Appendix D), and an initial audit of 32 records revealed

the following non-compliance rates:
0

Criteria:

Initial Follow-up

a. No mechanism of injury noted 12.5% 10.5%b. No subjective systems listed 40.6% 36.8%

c. No visual activity noted 21.8% 36.8%
d. No fluorescein test cited 46.8% 36.8%
e. No eye inspection noted 0% 0%
f. Diagnosis not given as "corneal

abrasion" 9.3% 10.5%
g. Treatment plan did not list

topical antibiotic 65.6% 21.0%
Ii. Treatment plan did not list

pressure patch 50.0% 36.8%
i. Follow-up did not specify

return visit within 24 - 48
hours 34.3% 0% V
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The results of the study prompted actions to educate the emergency room

staff on the criteria which would be the yardstick for further evaluation. The

effectiveness of the follow-up actions was measured by an audit of 19 charts using

the same criteria and the results are listed in the follow-up heading above. Taking

into account the negative approach of the audit and the measurement of non-

compliance rather than compliance, the follow-up figures reflect a general overall

improvement in care. The question is whether it is statistically significant. The

analysis of variance test provides the framework for determining whether the

improvement is based on an actual increase in the performance of the emergency

room staff or if the improvement can be attributed to chance.

To illustrate the analysis of variance test, the data for the corneal abrasion

I. test was fed into the hospital's minicomputer. The calculations involved in

performing this test are tedious and best left to a computer. The printout (next

page) provides a number of key values for the individual who conducts the study to

review. The top array of data listed as treatment #1 and #2 is merely the non-

compliance rates for the initial (treatment) and the follow-up (treatment 2) audits.

Next, the computer calculated the mean (average) non-compliance rates for

treatment I and 2. The variance, i.e., 471.1536 and 262.6319 respectively is the

sum of all the (observed values - mean) 2 The initial study had a non-compliance

rate of 31.2111% and the follow-up audits non-compliance rate was 21.22%. The

decrease in noncompliance (0096) is sizeable but the key to determining if this

reduction was statistically significant is the F statistic. In this example the F

statistic is 1.2733. If the auditor wants to be 95% confident that the difference in
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the mean values of the sample results is not due to chance, a critical value of the F

statistic, in this case of I degree of freedom in the numerator (DF NUM) and 16

degrees of freedom in the denominator (DF DEN), the critical value, 4.49, can be

extracted from any statistics textbook. The calculated F statistic 1.2733 is less

than F critical, 4.49, therefore the auditor is not able to state that the differences

in the non-compliance rates are different and be 95% confident of being correct.

The printout shows the level of significance associated with an F statistic of

1.2733. By subtracting the level of significance from 1, the level of confidence is

revealed (1 -. 2758 = .7242). In any statement regarding the difference between the

non-compliance rates the auditor could only be 72.4% certain the difference was do

to actual changes in the staff's compliance with the audit criteria.

The analysis of variation test appears to be extremely complicated at first

glance but with the aid of the computer the clinican has a powerful analytic tool at

his disposal. The F statistic is the key to evaluating the test results and the

Hewitt-Packard minicomputer automatically calculates not only the F statistic but

also the level of significance for the test. By subtracting the level of significance

from 1, the clinican has the level of confidence which the results represent. The

determination of what level of significance is necessary to demonstrate a real

change depends on the level of risk the individual conducting the study is willing to

take in accepting the results.
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,jI -SJUARE " = EXF'ECTED ',VALUES

• E•'"- 6

FF:EQUENCY FREOIUEMCY
1 25. 00 c)). '('.

.• ~17. .' ,' ,•

3 15.00 20."0
4 23.00 2 Q. O
5 24. oO 20. ('0
6 16. o()0 20. O'o

CH I -SO.,I.JA'E= 5. (".

F'r OB CHI-SQUARE ' .3.0')

= . 41517

* CHI-SQUARE 'it EXPECTED VALUES

I N1 I 0(I) E((1)
I a. 0000 9. 6C.0
2 50.0000 46.7500
3 47. 0000 5 1. 8500

4 56. 0000 54. 4000
5 5. )El) 2. 1)
6 14. 0000 9. 1io00

K=6

OBSERVED EXPECTED
FREQUENCY FREQUENCY

i 3.o0 9.60
"50. 46. 75

47.01) 1.85
4 56. ') 54.440
5 !5. ()0 8. 25
6 14.0 9. 15

CHI-SQUARE= 4.8444
K= 6
DF= 5
PROD CHI-SQUARE 4.8444

- .4352
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REGRESSION ANALYSIS

PATIENT SATISFACTION SURVEY
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Linear Regression Analysis
Outpatient Satifaction Survey by

Clinic

I X(I) Y(I)
1 2.7700 19491.0000 X=Outpatient satistaction rating as
2 2.6900 16559.0c000 determined via a survey.
3 75.000(0) 3557. 0000 Y=Total annual outpatient visits
4 2.5000 6902.0000
5 2.6300 10853. 0000
6 2.4400 12215, 0000
7 2. 630(0 6082. 0000
8 2.9600 6405.0000
9 2.7800 22157. o0010

10 2.6700 15132.0000I
11 2. 4200 34950. 0000
12 2. 6500 1303.0000
13 2. 7900 6351. 0oo0
14 2.3300 29695.0000
15 2.9300 4772. OOO
16 2. 9500 2967.0000
17 2.6900 46282.0000
18 2.3300 34964.0000
19 2. 6700 12654.0000')
20 2.6900 44400. 0000
21 2. 7500 9772.o0000
22 2. 9300 5745.O000
23 2. 7000 26994. 0000

MAXIMUM DEGREE REGRESSION= 1

AOV: LINEAR REGMCODE 1
SOURCE/DF SS MS F
TOTAL 22.
REG 1. -7.7
RESID 21.
R SQUARE = 0.267

YHAT =114115.773+-36110.480:)

F 7,7 q 'c '-52._
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QA STUDY DEVELOPMENT FORMAT

The twelve steps listed below were developed by the author as a guide to

insure completeness of a QA study.

Steps:

1. Determine the procedure to be audited. This selection process can be based

on cost, sudden increase in number of tests performed, possible delitarious patient

effects, identification of problems involved with the procedure by hospital staff or

patients, or any other problem identification process.

2. Establishment of audit criteria. The criteria should be explicit and

thoroughly understood by those who will conduct the audit. The criteria should be

acceptable to the staff who order the procedure.

3. Determine the compliance level which will be standard for evaluating the

audit results. The establishment of a compliance of 100% will almost assure an

unfavorable outcome, if a compliance rate of 90% or 85% is acceptable,

consideration should be given to setting a standard less than 100%.

4. Select the statistical test which will allow a valid conclusion to be drawn on

whether the audit results meet the compliance goal. A more complete discussion

on selection of a statistical test is in the next chapter.

5. Determine the sample size which is necessary to gather sufficient data to

conduct the statistical test. A reminder that if records must be retrieved from the

outpatient records area, double the number of records requests due to the

previously mentioned retrieval problems.

6. Identify the records to be audited. The laboratory and radiology copies of

test results provide the key to identification of the patients to be audited. For

pharmacy the prescription form also provides the same information. In selecting

the records to be audited, the randomness of the selection process must be insured.
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The outpatient record branch must have both the patient's name and social security
I

number to be able to locate the record.

7. Conduct the audit. The actual performance must be measured against the

criteria and recorded on a worksheet. Confidentiality of the patient and the

provider must be insured. This can be accomplished by using a code to identify the

provider, assigning numbers is acceptable. The last four numbers of the patient's

social security number is adequate identification of the patient. A key which lists

the patients' names and social security numbers, as well as the provider and his

code number should be safeguarded by the official conducting the audit. An

example of a worksheet is in the following chapter.

8. Perform the statistical test. The statistical test will provide a statistical

basis for evaluating the actual clinical practice of the population of interest as

measured against the criteria.

9. Draw conclusions based on the statistical results. If the results are obvious,

either good or bad, the conclusions can be drawn quickly. The results may not be

clear. A judgement of whether the statistical significance/insignificance also

represents practical significance/insignificance will have to be made by the

individual reviewing the results. A statistical significant result may not present a

problem in the practical sense. The conclusion should address both the statistical

and practical significance of the findings.

10. Develop recommendations. If the findings indicate problems,

recommendations for resolution of those problems need to be developed. If the
I

actions to correct the problems are outside the department then the individuals

who do have the authority must be notified. -

11. Establish follow-up studies. The process of quality assurance is not complete

until the problem is corrected. To insure compliance, follow-up studies are

required. The frequency of follow-up is dependent on the nature of the problem. If
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actions to correct the problem can be taken quickly then the follow-up study may

be scheduled shortly after the initial study. Whatever the situation, the follow-up

study has to be done to validate the efficiency of the remedial actions. Some

problems may require constant monitoring; the emergency room has a constant

flow of providers and therefore to assume that a problem is resolved based on one

satisfactory follow-up audit may not be valid in the long run.

12. Submit the study to the quality assurance committee. The complete audit

should be forwarded to the hospital quality assurance committee to insure that the

flow of information is maintained.
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